Since 2010, the national conferences on bringing Evidence into Public Health Policy (EPHP) serve as a unique platform to promote exchanges among researchers, practitioners and policymakers for better population health in India. With the central objective of contributing to informed policy and action, each EPHP focuses on concepts and initiatives of significant importance for health in India where informed policymaking can make a difference.

The first EPHP in 2010 focused on 'Five years of National Rural Health Mission'.[@R1] The National Rural Health Mission---now National Health Mission taking into its ambit the National Urban Health Mission---was and remains a significant structural reform in the Indian health landscape. Paving the road for improved healthcare delivery, the mission connected the health system again with the community by introducing Accredited Social Health Activists, community monitoring and village and district health plans. EPHP 2010 analysed the mission, took stock of the progress made and deliberated on lessons for course corrections.

The second EPHP in 2012 focused on 'Strengthening Health Systems to achieve Universal Health Coverage'.[@R2] The concept of Universal Health Coverage fetched political attention in India and renewed the discourse on how to achieve health for all. EPHP 2012 deliberated on this visionary concept and explored the need for systems thinking in health.

Today, in the era of transition from Millennium to Sustainable Development Goals, informed planning is needed more than ever. While the country has made significant progress in improving population health over the last decade, the achievements of Millennium Development Goals (MDGs) remain a mixed bag. We came close to achieving the health targets of reducing child mortality and halting the spread of HIV/AIDS and malaria. However, we are far short of achieving those on reducing maternal mortality.[@R3] Most importantly, our overall progress masks raging disparities. Take, for example, our national infant mortality rate, which came down to 40 deaths per 1000 live births: behind this average hide both a comforting 12/1000 in Kerala and an unacceptable 54/1000 in Madhya Pradesh and Assam.[@R3] A majority of health outcomes show such wide disparities between states, communities and, ultimately, people. In parallel, the lack of progress in non-health MDGs should be an eye-opener: in 2011, about 59.2% of the population lived on below two international dollars a day; in 2012, 43.4% of Indian households lacked basic sanitation facilities and nearly half of India\'s children were underweight.[@R3] [@R4] We can no longer close our eyes for the social determinants of health, and of health inequities. Indeed, health cannot be separated from overall well-being. If we want to bring health closer to our people, to all of them according to their needs, the policy will have to embrace intersectoral action.

Guided by the spirit of the Sustainable Development Goals that desirably situate health in the broader context that it rightly deserves, the third edition of EPHP focuses on 'Equitable India: All for Health and Wellbeing'. With our continued commitment for open and shared knowledge, this supplement provides the 57 abstracts selected for presentation at EPHP 2016. They cover the thematic areas of 'Equity in maternal health care', 'Food, nutrition & health', 'Migration, poverty & health of urban populations', 'Fostering community engagement in health services', Analysing local actors & processes', 'Insurance & equitable financial protection for health', 'Role of healthcare expenses in equitable health care', 'Towards equitable healthcare provision', 'From research to better policy & practice', 'Policy & health equity', 'Researching health inequities' and 'Health systems & training initiatives'. Together, they make a case for enhancing equity and engendering intersectoral action for health. In good EPHP tradition, they will lead to informed panel discussions and policy dialogue.

![](bmjgh2016ephpabstractsileq01.jpg)

**Acknowledgements** All EPHP 2016 abstracts were independently peer-reviewed by two experts. We thank the following experts, in alphabetical order: Asha Kilaru, Ashish Kumar Upadhyay, Amitabha Sarkar, Bart Criel, Bontha Babu, Denny John, Dorothy Lall, Fahdi Dkhimi, Jalam Singh Rathore, Joe Varghese, Maya Annie Ellias, Narayanan Devadasan, Neethi Rao, Raman VR, Ranjit Dehury, Shubha Davalgi, Suranjeen Prasad Pallipamula, Swati Srivastava, Thriveni BS, Upendra Bhojani, Vijayashree HY and Werner Soors.

**Funding** The publication of the present abstract book was made possible through funding of the Belgian federal Development Cooperation (DGD), under the DGD/ITM framework agreement, project 1.15 Country Programme India.

**Background** Karnataka recorded a maternal mortality ratio of 144/100,000 live births in the year 2012--2013. State estimates mask regional variations in maternal mortality, which are attributed to regional inequity in health-system coverage and access. Provision of universal access to antenatal care services, skill birth attendants and emergency obstetric care (EmOC) are strategies of the union government through the National Rural Health Mission to reduce maternal mortality. Periodic monitoring of progress and evaluation of outcomes is essential due to enormity. An equity focused approach to assess health-system performance could yield evidence for decision-making in healthcare reforms.

**Methods** Cross-sectional analysis was done on six maternal health indicators retrieved from the District Level Household Survey fact sheets of 2007--2008 and 2012--2013. Coverage indicators such as antenatal care (ANC), comprehensive antenatal care (CANC), skilled birth assistance (SBA), density of Basic EmOC (BEmOC) and Comprehensive EmOC (CEmOC) facilities, per cent of First Referral Units offering CEmOC services and per cent of caesarean section (C-section) deliveries were retrieved district-wise. Outcome indicators such as maternal mortality rate due to direct obstetric causes (MMR-DOC) were calculated from the 2014 Health Management Information System fact sheets. Theil\'s equity metric estimated relative inequity between districts for maternal health indicators in 2007--2008 and 2012--2013. Higher T-value indicated increase in inequity. Correlation graphs between district Theil component of indicators and that of direct obstetric fatality rate were plotted. A decomposition analysis was performed using step-wise linear regression.

**Findings** Between 2007--2008 and 2012--2013, state coverage increased across maternal health indicators except for per cent for CANC with decrease in interquartile range. Density of BEmOC and CEmOC facilities also increased in the state with decrease in interquartile range. In 2012--2013, 23.1% first referral units were converted to CEmOC centres with 0.6% increase from 2007--2008. In 2012--2013, 15 districts had no first referral unit functioning as CEmOC centre. Between two time periods, state Theil T decreased for antenatal care (−27.12%), for comprehensive antenatal care (−30.22%) and for skilled birth assistance (−83.18%), with the highest decrease seen in the per cent of skilled birth assistance. Similarly, Theil T decreased over 50% in density of BEmOC and facilities while it increased marginally in density of BEmOC+ first referral units (7.52), and first referral units designated as CEmOC centres (17.98). Theil\'s T for C-sections in private sector decreased 57% while that for public sector decreased 25.9%. In 2014, Theil\'s T for MMR-DOC in the state was 129.91 with 20% of districts contributing largely to the state MMR-DOC (Theil component \>1 SD). One-third of state\'s MMR-DOC occurred in 6 districts where only 13% of population resided. Five of the districts were on the side of disadvantage of relative inequity in coverage of antenatal care, comprehensive antenatal care and skilled birth assistance in 2007--2008 and 2012--2013. Four of these districts also had relatively higher share in state direct obstetric fatality rate than other districts in 2014. Regional distribution of ANC, CANC and SBA negatively correlated with MMR-DOC (r=−0.43, p=0.05; r=-0.45, p=0.011, r=−0.40, p=0.03 respectively) while that of BEmOC positively correlated with MMR-DOC (r=0.38, p=0.038). Distribution of C-section in public and private settings negatively correlated with MMR-DOC-TC (r= −0.4, p=0.031; r=−0.4, p=0.025 respectively). In a step-wise regression analysis, distribution of CANC and C-section in public settings was associated in distribution of MMR-DOC (R2=0.292, p=0.004).

**Discussion** Between 2007--2008 and 2012--2013, there was an increase in coverage of ANC, SBA, and density of BEmOC and CEmOC facilities in Karnataka with concomitant decrease in inequity. Meanwhile, CANC coverage decreased uniformly across districts in the same time periods. Provision of CEmOC services at community level was not achieved as envisaged under the National Rural Health Mission as only one-quarter of the first referral units were converted to CEmOC facilities and distribution was inequitable. 50% of districts had no first referral units functioning as CEmOC facilities. This perhaps reflected in marginal increase in uptake of C-section services in public sector with marginal decrease in inequity as against private sector, which recorded greater decrease in inequity. Regression analysis showed that districts with higher state share of CANC and C-Section in public settings contributed relatively less to the state\'s MMR-DOC. Thus equitable distribution of CANC and CEmOC facilities driven by systems approach may have a role in prevention of deaths due to direct obstetric complications.

Five districts that suffered from perpetual inequity in ANC, SBA and CANC coverage require focus in increasing coverage for these services as these districts contributed the most to state MMR-DOC. In conclusion, this equity focused evaluation study provides evidence for decrease in inequity of maternal health system indicators and EmOC services in Karnataka between 2007--2008 and 2012--2013. However, CEmOC facility at community level is inequitable and provision of the same has not progressed. Evidence indicates that provision of CANC and C-Section in public settings may prevent maternal deaths due to direct obstetric complications, which are responsible for majority of maternal mortality. In addition, this study records disadvantaged districts that require attention in terms of health system intervention to prevent further maternal deaths.

*No competing interests*.

**Background** Maternal health care refers to health care for women during pregnancy, childbirth and post-partum periods. Such care not only affects the health outcomes of mothers and children but also drastically reduces maternal and neonatal deaths. Motherhood should be a positive and fulfilling experience to every woman, but for many mothers it is associated with sufferings, ill health and at times deaths. Many of the health schemes by the national and state governments are focused on the most vulnerable population and disadvantaged groups in the society, so as to provide equity in maternal healthcare services. Women belonging to scheduled castes (SC) and scheduled tribes (ST) constitute about 16.6% and 8.6% of India\'s population respectively. This study aims to assess the differentials between SC/ST women and non-SC/ST women in accessing antenatal care, delivery services and postnatal care in rural areas of eight districts of north Karnataka.

**Methods** Study used the data collected as part of the baseline household survey in the year 2012 and the end-line household survey in the year 2015 under the Project *Sukshema*. The study adopted systematic stratified sampling with two-staged selection of villages and selection of households and eligible women. The baseline covered 4,881 households and 5,240 ever-married women (2,628 from the SC/ST segment and 2,612 from the non-SC/ST segment) between age 15--34 years. The end-line survey covered 4,952 households and 5,154 ever-married women (2,565 from the SC/ST segment and 2,589 from the non-SC/ST segment). The study design and methods adopted were identical in both waves of the household survey.

**Findings** Significant differences were observed between SC/ST women and non-SC/ST women in availing antenatal care services in terms of getting pregnancy confirmation test, first trimester registration of pregnancy, receiving at least three antenatal check-ups, getting at least one tetanus toxoid and at least 100 iron folic acid tablets (P\<0.001). Proportion of home deliveries was found to be significantly high among SC/ST category compared to their counterparts (30% vs. 24% during baseline survey; 22% vs. 15% during end-line survey). Proportion of women getting postnatal care, specifically on the third and the seventh day of delivery, was also found to be less among SC/ST women compared to non-SC/ST women. Availing postnatal mother and newborn care is found to be significantly less among the deprived group. Tendency of seeking treatment especially at private hospitals was observed more among non-SC/ST women, in case they experience any complications during pregnancy, delivery or soon after the delivery.

**Conclusion** Though significant overall improvements have been observed in access to antenatal, delivery and postnatal services for women in North Karnataka districts, women from SC/ST category suffer from lesser access compared to women from non-SC/ST category.

*Grant funding (Bill & Melinda Gates Foundation) for research but no other competing interests*.

**Background** Odisha is a 'high-focus' state, a category set up in the National Rural Health Mission, as it has high maternal mortality ratio. The state is still far away to achieve the Millennium Development Goal of reducing maternal mortality ratio to 109 by 2015. While tribal population constitutes 22.9% of Odisha\'s total population, maternal mortality among tribal women is observed to be significantly high. Failure to adequately promote maternal health services including *Janani Surakhya Yojna* (JSY) has accentuated poor maternal health condition in tribal pockets. Since maternal health is largely dependent on the health infrastructure, consorted effort of the service provider, creating scope to integrate indigenous practice with modern medicine and evidence-based decision-making using Health Management Information System is critical. The broad objective of this study is to appraise maternal health services of tribal areas that are remotely situated by using medical as well as non-medical parameters. Specifically, the study makes an assessment of the infrastructural capacity and competence of the frontline health worker, Accredited Social Health Activist (ASHA), for promotion of maternal health. Our study also captured the perceptions and expectations of the local tribal community during childbirth. Further, the study evaluated the Health Management Information System for integral planning and monitoring of maternal health in tribal community for transformation of JSY programme.

**Methods** We studied Jaleswar block of Balasore district, which is declared as a Modified Area Development Approach block by the government of India due to its high concentration of tribal population and geographical inaccessibility because of its riverine feature. In order to assess the infrastructural capacity related to maternal health, the study used 'Parijata tool' developed by the United Nations Children\'s Fund but with modification for regional suitability. The assessment tool covered number of parameters like manpower strength, availability of drugs and consumables and procedure for clinical practices. Additionally a checklist was developed for assessing competency of ASHA and their involvement in promoting maternal health as per national guidelines. Our study has specifically looked into how ASHAs promoted health services in congruence with the tribal culture and empower these marginalized. We analysed data from Health Management Information System from the government of India for the year 2013--2014 and compared to assess the functionality.

**Findings** Our study revealed that many public healthcare facilities deviated from the recommended safe medical practices. The district hospital (Balasore) and the community health centre (Hatigarh), which provide basic and referral services in Jaleswar block, do not comply with and fall short of the minimum requirement prescribed by the WHO guidelines. It is felt that the state is attempting to implement maternal health programme uniformly across its territory without considering the cultural specificity of the tribal pockets. This is well visible in the capacity-building curriculum where specific strategies to work in hard-to-reach areas are not addressed. Subsequently, ASHAs fail to reach the pregnant women effectively, disseminate good practices and motivate them for adequate health care. Another illustration of the tailor-made strategy of the state is the way Health Management Information System is designed.

**Discussion** In order to comply with national standards, the state has failed to incorporate traditional practices that largely fall outside the recommended scientific procedure. Despite their cultural confirmation and deep indigenous value, they are dismissed as trivial practices. Resultantly, health plans that are based on information generated through Health Management Information System do not incorporate cultural variations. Strategies that follow from health plans are mainly target-driven rather than reinforcing indigenous practices.

*No competing interest*.

**Background** Chhattisgarh is one of the poorer states in India, having a large tribal population, with infant mortality rate of 48 and maternal mortality ratio of 230. *The Janani Shishu Suraksha Karyakram* (JSSK) initiated in 2011 by the government of India aims to provide free maternal and neonatal services in all public health institutions in order to encourage institutional deliveries, and thereby reduce infant and maternal mortality. This study attempts to understand the functioning of JSSK in Chhattisgarh and to what extent it has been able to fulfil its objective in the state, specifically with respect to coverage of vulnerable groups.

**Methods** Our study was a mix of quantitative and qualitative research. A total of 511 women (53% ST -- Scheduled Tribes, 35% SC -- Scheduled Castes, 9% OBC -- Other Backward Castes category), who had delivered or terminated pregnancy in last six months, were interviewed using a structured interview schedule in selected villages of two tribal (Sarguja and Bastar) and one non-tribal district (Mahasamund). Facility survey was conducted in 16 health facilities and programme data were reviewed. Ethical clearance was provided by the Institutional Ethics Committee of the Public Health Resource Society.

**Findings** Coverage of antenatal care services was quite high with 84% of the women having attended at least three antenatal care visits. However, the quality of antenatal care services was better in the non-tribal district compared to the two tribal districts. Most of the antenatal care visits occurred in public services, with higher proportions in the tribal districts. Institutional delivery was 72%. Half of women who delivered at home wanted to go for institutional delivery but could not do so due to several barriers. The proportion of institutional deliveries was lowest among the tribal (62%) and non-literate respondents (60%). Of the institutional deliveries, 85% were conducted in public facilities with higher proportions (93% and 96%) in the tribal districts. Availability of free transport to the facility was found to be high for people who called for it while return transport was provided to 60% of women who delivered at a public facility. These percentages were higher for tribal districts. Free food was provided to 55% of women. Referral transport to a higher public facility was not ensured in all cases. Though most of the facilities surveyed are undertaking deliveries, huge gaps were identified in preparedness for dealing with both basic deliveries and emergencies. These gaps include non-availability of essential medicines and/or blood bank/storage facility in most of the community health centres. None of the community health centres surveyed had a gynaecologist nor adequate facilities for C-section. Out-of-pocket expenditure was incurred by 98% of women who went to a private facility and by 56% of women going to a public facility. In private facilities, median out-of-pocket expenditure (INR 6,400) was ten times higher than in public facilities (INR 640). Even though half of the women had insurance cards under *Rashtriya Swasthya Bima Yojana* or *Mukhyamantri Swasthya Bima Yojana*, only 16 women made use of these schemes. Out of these 16 women, 12 still incurred out-of-pocket expenditure.

**Discussion and recommendations** Our study shows that the public health system has to an extent been made more accessible to the community, including vulnerable groups, for delivery services in Chhattisgarh. However, gaps still remain, especially with respect to quality of services, out-of-pocket expenditures and functionality of *Rashtriya Swasthya Bima Yojana* and *Mukhyamantri Swasthya Bima Yojana*. This has often led to people, especially from the more vulnerable social groups, being excluded from utilising the services and schemes. It is evident that the public health system is the dominant sector providing services related to pregnancy and delivery, especially to the vulnerable groups. Therefore, it is critical that the public health facilities are adequately resourced for providing free, safe and quality health services. The state\'s initiatives in providing human resources for remote rural areas, like the Chhattisgarh Rural Medical Corporation, posting Rural Medical Assistants, scholarships to *Mitanins* (women community health workers) from underserved districts for auxiliary nurse midwife and nursing courses need to be strengthened. Institutions like the Chhattisgarh Medical Services Corporation need to improve their functioning in assuring timely and adequate supplies of medicines and consumables. The government needs to show its commitment to health through increased funding and efficacious systems of accountability and grievance redressal. It is hoped that this study will help civil society and the government to focus on the critical gaps and address them urgently for better and more equitable maternal and neonatal health.

*Grant funding (Oxfam India, New Delhi) for research but no other competing interests*.

**Background** The National Health Mission (NHM) aims to improve maternal and child health by community mobilisation, increased health workforce and structural strengthening of health infrastructure, especially in high-focus Empowered Action Group (EAG) and North East (NE) states. NHM focuses on the continuum of care approach, particularly by increasing institutional deliveries. Increasing fund allocation from central and state governments has operationalised NHM interventions. Little is known about the utilisation, equity and distribution of benefits of public sector deliveries. This study presents a benefit incidence analysis of childbirth subsidies in EAG, NE and other Indian states, before and after NHM implementation.

**Methods** Benefit incidence analysis of childbirth in public hospitals was estimated using nationally representative data collected by the National Sample Survey Organization from 73,868 (2004) and 65,932 (2014) households. Information on childbirth by public and private facilities was used to estimate childbirth utilisation rates, net subsidy of public utilisation (private minus public prices) and benefit incidence. Net benefit was estimated by mean public and private-sector childbirth expenditures disaggregated by region, economic quartile and rural/urban residence. Benefit incidence was estimated for household expenditure quintiles for EAG, NE, and other states, separately for 2004 and 2014.

**Results** In 2004, 76% of total deliveries in EAG, 61% in NE and 32% in other states occurred at home. In the same year, 11% of all deliveries in EAG, 21% in NE and 33% in other states were attended in public facilities. In 2014, public institutional deliveries (as a share of total deliveries) increased to 56% in EAG, 74% in NE and 47% in other states. Mean out-of-pocket spending on childbirth in public facilities declined from INR 1163 in 2004 to INR 815 in 2014 (at a constant 2004 prices). In 2004, childbirth utilisation rates were highest in the third and the fourth economic quintiles in NE, the first and the second economic quintiles in EAG, and the second and the third economic quintiles in other states. In 2014, highest public facility utilisation rates were in the first economic quintile in all states. In NE states, there was a 78% increase in utilisation in the first quintile and 47% increase in the second quintile. In EAG states, highest increase in utilisation was in the middle quintile. In all other states, there was 61% increase in the first quintile utilisation rates. For the poorest (the first and the second) quintiles, the share of benefit incidence increased from 16% to 47% in NE, 31% to 47% in EAG, and 16% to 60% in other states, between 2004 and 2014. Nationally, this increased from 20% to 53%. In NE states, the majority share of benefit incidence was by the fourth quintile in 2004 (34%), which reduced to 17% with the highest share by the lowest quintile (28%) in 2014. In EAG states, the lowest quintile share of benefit incidence increased from 13% to 27% while the share of the second lowest quintile declined from 29% to 21% from 2004--14. Share of the lowest quintile benefit incidence increased from 8% to 31% in other states in the same period.

**Discussion and conclusion** Implementation of the NHM has been associated with a steep rise in institutional deliveries across all states, especially in public facilities. Out-of-pocket spending on childbirth in public facilities have declined between 2004--2014, suggesting that funds infused into NHM for maternal and child health have been able to subsidise these expenditures. Initiatives like the conditional cash transfer such as *Janani Suraksha Yojana*, *Janani Shishu Suraksha Karyakaram* and other state level initiatives have played a role in this. Utilisation patterns of public facilities between 2004 and 2014 show that the poorer economic quintiles have registered the highest increases in public sector utilisation, especially in NE states. In EAG states, the steepest increase in utilisation has been seen in richer groups, suggestive of scope to increase utilisation in poorer groups. The high increase in utilisation rates and benefit incidence is also witnessed in other, non-high-focus NHM states. The share of benefit incidence of childbirth subsidies has also increased across all states for the poor and the poorest quintiles, yet there is a need to increase access to the poorer sections in EAG states.

Overall, benefit incidence analysis indicates increased access to, and utilisation of public sector institutional deliveries, and increased share of benefit incidence among poor sections from 2004--2014, thereby improving equitable access to childbirth services. Findings confirm the need for continued and increased funding for NHM, in order to sustain and accelerate the achieved gains in maternal and child health.

*Grant funding (project 'Strengthening ecosystem for sustainable and inclusive health financing in India', AID-386-A-14--00006, USAID, Washington DC, USA -- Disclaimer: Possible inaccuracies and errors are unintentional and the sole responsibility of the authors) for research but no other competing interests*.

**Background** The National Health Mission (NHM) is an effort to increase public spending for strengthening health system. Initially this programme, launched in 2005, was named National Rural Health Mission and implemented only in rural areas. Later in 2013, the programme was expanded to urban areas and renamed NHM. Two major components of NHM are 'Reproductive and Child Health (RCH) flexipool' and 'Mission flexipool'. It has been observed that institutional deliveries have increased from 50% in 2008--2009 to 65.08 % during 2014--2015. The objective of this study is to evaluate whether the increase in government expenditure under NHM has benefited all classes of the society equally. Have the poor and vulnerable sections benefited from the increased funding under NHM?

**Methods** Our research was conducted in two phases. In the first phase we analysed trends and patterns of health expenditure by the national government using data from the national budget as well as financial information about NHM available in the public domain. In the second phase, we studied the health financing system in the public sector with special focus on RCH flexipool and Mission flexipool along with out-of-pocket (OOP) spending across different socio-economic groups. The National Sample Survey 60th and 71st round have been used to estimate OOP spending during child birth, antenatal and postnatal care in public health institutions.

**Findings and discussion** Expenditure on RCH flexipool and Mission flexipool has increased by 243% and 291% respectively during the period from 2007--2008 to 2013--2014, with comparatively higher funds going towards Empowered Action Group states. Substantial increase in public expenditure has been reflected as an increase in institutional delivery in public healthcare facilities. However, the fund has not been equitably distributed among different sections of society. Specifically, change in OOP spending for childbirth in public institutions was the maximum for the poorest class (56% increase) compared to a 3% decrease in OOP spending for the highest income group. The increase in total OOP spending for pre- and postnatal care is comparatively higher for the poorest quintile in Empowered Action Group states than for the richest quintile. It is evident from the results that increase in public expenditure on health has improved utilisation of public institutions by the poor. However, increased public expenditure on health did not improve financial risk protection nor did it solve the (in)equity problem in health expenditure for reproductive and child health services. The transition has adversely affected the poor by increasing the burden of OOP spending burden, even in public institutions.

*No competing interest*.

**Background** In India, the poor are increasingly forced to live in highly populated urban dwellings with inadequate living conditions including deficient service provision. This in turn affects their food security and negatively influences their health. In December 2012, *Dilli Annashree Yojna* (DAS), an unconditional cash transfer scheme was launched for the urban poor in Delhi to address food security and, ultimately, nutrition and health. Our study attempts to explore DAS for new elements like unconditionality and transfer to female head of family, use of benefits, operational issues and perceptions on its influence on health.

**Methods** We conducted a qualitative assessment, based on document analysis followed by focus group discussions (FGDs) and in-depth interviews (IDIs) with DAS beneficiaries. Data were collected in June 2014, three months after the scheme had been withdrawn. Potential respondents were informed about date and venue of FGDs and the first 15 participants who arrived at the venue were recruited. The rest were offered a chance to participate in the IDIs. Four FGDs and 7 IDIs were conducted. Data from FGDs and IDIs were analysed after sorting out the responses according to study-related objectives. Responses were analysed for similarities and contradictions. Relevant quotes were used to justify and strengthen the findings.

**Findings** The DAS policy documents clearly outline the unconditional character of cash transfer for food subsidy and the transfer of cash to female heads of family as novelties of the scheme, and specify criteria for inclusion in the scheme. In practice, dissemination of DAS implementation details and identification of beneficiaries depended on the proximity of active Gender Resource Centres. The scheme\'s cash transfers were generally erratic. Only two families reported a regular monthly deposit of INR 600. Others reported transfers between INR 600 and 18,000, in irregular deposits. Access to the transferred money was easier for families who received updates on deposits, i.e. with bank accounts tagged to their mobile phones, and more difficult for older heads of family not adept at this technology, who then had to rely on younger family members.

All respondents felt that the inbuilt unconditionality allowed them to appropriately prioritise their needs. Female respondents particularly appreciated transfer to female heads of families. One male participant opposed this arrangement. Respondents also expressed a preference for the Targeted Public Distribution System that was seen as offering more regular supplies.

According to the respondents, the received transfers were first and foremost spent on children\'s education and related expenses. This was followed by purchase of food supplies and immediate health needs. Not having to borrow money for purchasing food, as long as DAS was functioning, was mentioned. One lady attributed her good sleep to the scheme. Few families were able to meet emergency health needs. Still fewer families, those who had received larger transfers, were able to purchase assets.

**Discussion** Communication gaps and lack of community involvement in the enrolment process let to localized implementation of DAS and loss of uniformity. Where DAS was implemented, the unconditionality enabled beneficiary families to prioritize their needs. Spending was made on choices specific to household level context, within the constraints defined by the actual amounts transferred. Transfer to the female head of the family enabled gender empowerment; female respondents reported additional decision-making space in household spending. In families not under immediate risk of food insecurity, no change in food mix was observed. In families with this risk, however, the transfers ensured not only basic staples for an assured period but also an improvement in food mix. Spending made to acquire health services could directly translate to health benefits. Priority spending on education, as reported, could possibly engender long-term benefits, e.g. prevention of passing on poverty to the next generation.

**Recommendations** Identification of beneficiaries and communication with them need substantial improvement. Particularly, information on what is expected from the beneficiaries and what they can expect from the scheme is lacking. Regular monthly transfers of INR 600 are more likely to be used for food then larger cumulated sums, and should thus be preferred. The positive effect on gender empowerment justifies maintaining the transfer arrangement with female heads of family as recipient.

*No competing interest*.

**Background** The Food and Agriculture Organization of the United Nations defines food security as 'a situation that exist when all people, at all times, have physical, social and economic access to sufficient, safe and nutritious food that meets their dietary needs and food preference for an active and healthy life'. In India, food security is most deficient among the tribal population, and among the Scheduled Tribes (ST) dramatically so among the Particularly Vulnerable Tribal Groups (PVTG). The latter classification, in place since 2006 when it replaced Primitive Tribal Groups, is based on attribute characteristics such as forest-based livelihood, pre-agriculture level of existence, extreme low literacy, subsistence economy, and a stagnant or declining population. Recently, the National Commission for Schedules Tribes Survey warned that food insecurity -- and the government\'s inability to implement the 2013 Food Security Act among the PVTG -- has become a threat to their mere existence. In Jharkhand, recognised PVTG are Asurs, Birhor, Birjia, Hill Kharia, Korwas, Mal Paharia, Parhaiyas, Sauria Parahia, and Savar. We studied the uptake of food security entitlements among these groups.

**Methods** In coordination with the network NGOs of the Jharkhand Right to Food Campaign, we conducted a survey covering 140 PVTG households in 15 villages of 10 districts across the state. We succeeded in collecting information of 712 individuals about their entitlements under food security related government schemes and programmes.

**Findings** Taking a life cycle approach, we first looked at maternity entitlements. Among the PVTG under study, 67% of pregnant women were left uncovered under the *Janani Suraksha Yojna*. In Jorsa, East Singhbhum district, pregnant women ware totally unaware of the *Indira Gandhi Matritva Sahyog Yojna*. When considering the child population, we saw that 50% of the 6 months -- 3 years rarely, and 25% of the 3--6 years never visited the *Anganwadi* centres under the Integrated Child Development Scheme. Among children of school-going age (6--14 years), 62% received Mid Day Meal service, but 21% rarely visited and 17% never visited or had dropped out.

When looking at household food security, we found that 9% of PVTG households don\'t have a Targeted Public Distribution System (TPDS) ration card at all. Particularly new households, i.e. when sons get married, have difficulties in obtaining a TPDS ration card. Moreover, 50% of the potential beneficiaries do not have a job card under the Mahatma Gandhi National Rural Employment Act (MGNREGA).

Not receiving entitlements is a constant feature in all three pensions schemes: 53% under Old, 52% under Widow and 58% under Disabled respectively.

A prime way to avail entitlements -- viz. Maternity Benefits, wages under MGNREGA, and Nation Pension Benefits -- is having a bank account, which is not the case for 50% of the PVTG under study.

**Discussion** Over time, original forest and hill dwelling tribal communities have faced increased marginalisation. Once self-sufficient communities securing their basic means of livelihood and food from forest resources, they were deprived of these capabilities when industrialization forced them to leave their forest. Today, 42% of PVTG are unskilled labourers without job security. Only a minority is still involved in forest-linked occupational activities: 11.4% in firewood collection, 9.2% in forest product collection, 8.5% in rope making. Income from these occupations is not sufficient to sustain their livelihood.

Article 21 of the Constitution of India grants every citizen the right to live with dignity. Article 47 of the Directive Principle of State Policy specifies the duty of the states to raise the level of nutrition and the standard of living and to improve public health. Supreme Court orders under CWP NO. 196/2001, PUCL vs. UOI -- such as orders dated 2nd May 2003 and 28th November 2008 -- have confirmed these duties and the consequential entitlements. In August 2013, the National Food Security Act was passed covering maternity entitlements, supplementary nutrition in *Anganwadi* centres, schools and TPDS. In theory, food security entitlements should have a positive impact on health and nutrition, especially of vulnerable groups. In practice, we see that these entitlements are hardly realised.

**Conclusion and recommendations** There is an urgent need to increase the coverage of food security amongst PVTG and ultimately uptake of entitlements. Accessibility can be improved by revising the existing policies, such as decentralizing the process of sanctioning *Anganwadi* centres, alternative modes of cash payment under maternity benefit, MGNREGA and pension schemes, and provision of specific permissible work under MGNREGA. Schemes and programmes can be strengthened by building infrastructure, filling vacancies, providing training, ensuring timely and adequate flow of funds, monitoring, and building strong grievance redressal mechanisms. Most importantly, government should revise the budget to increase the allocation for these schemes.
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**Background** Integrated Child Development Services (ICDS) is India\'s flagship programme for infant and young child health, nutrition and development. Supplementary Nutrition Programme (SNP) is one of the core components of ICDS. *Balbhog* (Energy Dense Micronutrient Fortified Extruded Blended Food) is provided as Take Home Ration (THR) to children 7 months to 3 years (7 packets to normal weight and 10 packets to severe underweight). Pregnant women, nursing mothers and adolescent girls are given *Sukhdi* (1 packet of 1 kg/month), *Sheera* (3 packets of 500 g each) and *Upma* (2 packets of 500 g each).

**Methods** We surveyed 360 mothers in three tribal blocks -- Limkheda, Dahod, and Jhalod -- of Dahod district, Gujarat. Participants\' awareness, receipt and consumption of THR were assessed using a structured, pre-tested questionnaire. Trained surveyors were accompanied by tribal community members to facilitate conversation in local dialect with mothers or caregivers of children 0--24 months of age. Descriptive statistics was used to describe the key findings.

**Findings** Nearly 94% (n=338) mothers did not know how many packets of *Balbhog* they are entitled for children over 6 months as per ICDS norms. Among those eligible (n=264) for receiving *Balbhog*, 60.3% (n=159) received less than 7 packets during the past month; 47.3% (n=125) reported they disked the taste and 80% (n=101) fed it to livestock. Only 19% (n=50) of children eventually consumed *Balbhog*, of which more than 90% (n=46) shared it with other family members.

Nearly 94% of mothers were not aware of how many packets of *Sukhdi*, *Sheera* and *Upma* pregnant and nursing of mothers were entitled to. About 76% (n=239) and 87% (n=272) of mothers reported *Sukhdi* and *Sheera* to be of good taste, while 63.6% (n=194) reported *Upma* to be not good in taste. Of 254, 266 and 140 mothers who consumed *Sukhdi*, *Sheera* and *Upma* respectively, only 15% (n=38), 12% (n=32) and 12% (n=17) consumed it exclusively, while the others shared the packets with other family members. Among those who didn\'t like the taste of *Upma*, 82% (n=159) used it for cattle feed.

No mothers were aware of the self-record section provided in *Mamta Card* (mother and child health tracking document) for recording monthly THR received under the SNP.

**Discussion and recommendations** The first volume of the Evaluation Study on Integrated Child Development Schemes by the Programmed Evaluation Organization reports on complaints about quality and quantity of food provided under SNP. The report mentions wide divergences between official statistics on nutritional status, registered beneficiaries, number (norms) of days food/supplementary nutrition served on the one hand and grassroots reality with regard to these indicators on the other hand.

While improving ICDS services requires effective monitoring and supervision, demand generation could also play an important role to push for improved service delivery. Information about various entitlements under ICDS programme shall be made part of routine ANC and PNC counselling by community health workers such as *ASHA* and Female Health Workers working under the Department of Health. The THR could improve nutrition status of economically disadvantaged tribal populations.

The Village Health Sanitation Nutrition committee is independent and can be vested with the authority to conduct periodic investigations to assess distribution of THR to intended beneficiaries. The *E-Mamta* programme, designed for online tracking of maternal and child health records, should also have provision for tracking receipt of THR by registered beneficiaries. *E-Mamta* tracking could also help to find out migrant beneficiaries and devise strategies for distribution of THR to such populations from *Anganwadi* centres near their workplace.

In addition, shared consumption of THR by family members also requires behaviour change communication to promote optimum consumption by target beneficiaries, i.e. pregnant/nursing mothers and children over 6 months of age. Medical and non-medical academic institutions could be involved in monitoring and evaluation of THR and SNP on a periodic basis, and in piloting context-specific interventions for improving demand, distribution and utilisation of ICDS services.
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**Background** National survey data provides information regarding undernutrition among children under 5 years of age, but there is a big gap in data on school-age children, despite evidence that hunger and malnutrition significantly affect learning outcomes and are critically linked to social determinants such as caste, class and gender. The present paper is based on the study 'Do we know what they eat and why? A study on school-level dietary adequacy and impact of cultural beliefs on dietary choice', examining the prevalence of malnutrition and their associated social determinants among school-going children in three districts of Karnataka.

**Methods** Our study population consisted of government primary school children (both boys and girls) attending grade 1--5 in HD Kote taluk (Mysore), Shorapur (Yadgir) and North block (Mandya), Karnataka. We applied a cross-sectional design. Sample size was 5,340 children from 100 schools across three districts. Schools were randomly selected. Children not present on the day of examination were excluded from the study. A structured questionnaire was used for data collection. Study variables were height and weight of the children, plus their gender, caste and age. Ethical approval was taken from relevant authority.

**Findings** Nutritional outcomes were measured using WHO references for 5--19 years: BMI-for-age (underweight) and height-for-age (stunting). Overall 29.7% of the children were underweight and 26.2% stunted. The distribution of underweight was similar across the districts but stunting was significantly higher at Yadgir (34%).

Girls (24%) tended to be less underweight than boys (36%). Similarly, younger children (5--7 years, 27%) tend to be significantly less underweight than older children (8--11 years, 32%). In HD Kote and Yadgir, the difference between social groups was worth noting: in KD Kote, only 62.6% of tribal children were within the normal range as compared to 72.9% of non-tribal children; in Yadgir, 63.5% of tribal children were in the normal range as compared to 72.6% of non-tribal children.

When considering stunting, variance becomes more pronounced: 16% of children are stunted in Mandya district, as compared to almost 34% in Yadgir.

Mapping measures of malnutrition with the social composition of the *Gram Panchayat* (GP) revealed interesting patterns. We ranked GPs along two parameters: (1) their proportion of tribal population; and (2) their children\'s level of undernutrition. We found a high level of overlap between these two categories: in GPs that appeared in the top 10 of predominantly tribal population, we found 8 also ranked in the top 10 for those with the highest levels of underweight children. Similarly, 5 appeared in the top 10 for stunting.

Overall, there was a clear linkage between gender, age and caste and both underweight and stunting.

**Conclusions** The study concludes that a very large proportion of primary school children are malnourished as regards their height and weight in the study districts. Social determinants such as gender, caste and age are significant contributors to the nutritional outcomes of the children. While the nutritional risks of children in the first 1,000 days and in the under-5 age group are relatively well documented, and policies and programmes have targeted these at-risk populations, the needs of school-going children remain less studied. There is a need to go beyond the Mid-Day Meal Scheme and micronutrient supplementation programmes for this age group, to tackle this problem with a multi-pronged strategy.

**Recommendations** At the policy level, there needs to be specific recognition of the vulnerability of specific groups of school children, the socio-economic determinants of their nutritional vulnerability and a commitment to taking multi-sectoral action with appropriate coordinating mechanisms.

At the programme level, large-scale interventions to reduce child and adult malnutrition need to be better designed, based on robust empirical evidence of what works.

Within the education and health systems, stronger mechanisms to monitor and support the nutritional levels of children at risk should be put in place.

At the community and household level, there is a need to understand the dietary needs of growing children, and ensure that available resources are targeted at providing a well-balanced and nutritious meal.
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**Background** Climate change as social determinant threatens human health through its effect on undernutrition and food insecurity. In Karnataka, climate change is dramatically affecting agriculture after the year 2000 by declining trend of rainfall and rise in temperature, resulting in decrease in yield and increase in cost of cultivation. At the same time, poverty and indebtedness are the most important factors leading to migration, and are associated with malnutrition and poor health status. The present study investigates climate change as a cause of migration and as determinant of health and nutrition of migrant children.

**Methods** Between June and September 2015, we conducted semi-structured interviews with mothers of migrant families from two construction colonies, having children aged 0--19 years and attending migrant labourer school in Bangalore urban. Of a purposeful sample of 77 households, all mothers were interviewed and 140 children underwent anthropometric examination. Primary data were causes of migration, mother and children nutritional outcome, gender, social class, socio-demographic factors, illness profile, information on maternal & child health, and access to health services. Informed consent from the respondent was obtained.

**Findings** About 74% of the migrant households live below the poverty line. Of the total, 96% belongs to either Scheduled Castes (19%), or Muslim (21%), Other Backward Castes (19%) and Schedules Tribes (6%). Rural-to-urban is the main migration pattern (94%), with 75% of the migrants originating from North-East Karnataka. Availability of only agricultural work in rural areas is the main driver of migration as perceived by most of the respondents. More in detail, the expressed causes of migration are: (i) for agricultural land holders (70%): no, insufficient or too much rain affecting agricultural production, irregular income because of seasonal agricultural work, financial shortage for cultivation; (ii) for non-agricultural land holders (5%): low paid agri-labourer work, few income opportunities, high temperature disallowing pleasant living, floods due to heavy rains; (iii) for non-land holders (25%): no land and no other income opportunities, having to pay back debt borrowed for marriage, and extreme hot and cold.

Using WHO measures, child nutrition status was measured:

\(a\) Weight-for-height: \<-3sd: 8%; \<-2sd: 9%; \>-2sd: 83%

\(b\) Weight-for-age: \<-3sd: 18%; \<-2sd: 21.1%; \>-2sd: 60.9%

\(c\) Height-for-age: \<-3sd: 22.1%; \<-2sd: 25%; \>-2sd: 52.9%

\(d\) BMI-for-age: \<-3sd: 5%; \<-2sd: 9.3%; \>-2sd: 85.7%

Of the mothers, 24.7% was underweight. Child malnutrition was significantly higher among children with underweight mothers. Boys are more malnourished than girls, and younger ones more than older; 65% of children die at birth.

Fever, cold and body-ache were reported among the major health issues in last 30 days. Few respondents reported to have pneumonia and viral flu in children. Utilisation of government health services was low because of restricted access, limited time and non-availability of caregivers.

**Discussion** Our study reveals that climate change has a direct impact on nutrition and migration. Nutritional insecurity at the household level due to climatic variation was the main cause of migration. There is clear evidence that environment and health are connected. Climate change is a public health challenge in India, contributing to the increase in disease burden and mortality among poor. Nevertheless, the health system is not responsive to the needs of migrants. Migrants are perceived as aliens and socially distanced when accessing health services. The observed nutritional outcomes confirm the vulnerability of migrant mothers and children.

**Recommendations** A socially inclusive health policy for migrants could overcome the present situation. Targeted health interventions and outreach components are necessary to design for the internal migrants taking into account the vulnerability of their women and children.

At a broader level, it is essential to reduce the vulnerabilities to climate change at the policy and programme level, and to redress the social and environmental determinants of health. A well-structured public health system should be put in place to address the adverse effects. Poverty alleviation is one strategy that could bring resilience as well as reduce inequities. There is a need to mainstream research efforts on climate change and impact on human health. Programme priorities should focus on systematically collected data on adverse effects of climate change on human health.
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**Background** In India, undernutrition amongst children results in a yearly burden of 24.6 million DALYs, 8.1 million children suffering from severe acute malnutrition (SAM) and 600,000 deaths. Growth monitoring of preschool children and nutrition education of their mothers is an essential component of India\'s Integrated Child Development Scheme (ICDS), but impact on prevalence of undernutrition is far from optimal. We formulate and test the hypothesis that more focused nutrition education, counselling on child feeding and growth monitoring by trained female health workers in addition to ICDS workers positively affect the child\'s length and weight. Our intervention study focuses on SAM in under-fives, as they present the highest risk of mortality.

**Methods** Following ethical clearance by the Dutta Meghe University of Health Sciences (Nagpur), we conducted a community-based intervention study in rural areas of Yavatmal district. Our intervention included quarterly growth monitoring, nutrition education, health check-up and treatment of minor ailments of SAM children for one year through female health workers in addition to ICDS workers. This intervention was additional to institutional therapeutic care, provided as per Government of Maharashtra guidelines, which was offered to all SAM children irrespective of their participation in our study.

In Yavatmal district, all 178,563 under-fives enrolled in rural ICDS centres were weighed and height or length taken by ICDS workers. After verification by female health workers, 784 (0.41%) under-fives with SAM were identified. Out of these, 737 were selected for intervention after taking verbal consent. Exclusion criteria were chronic ailments, non-availability in the village for follow-up due to migration, and refusal to participate. Outcome indicators were height and weight gain over the one-year intervention period. Retrospective measurements of height and weight gain one year prior to the intervention from the same group were recorded, so that the same group served as control for comparison.

Prior to the study all medical officers and health supervisors were sensitized in district-level workshops. All female health workers were trained in taking height or length and weight in block-level trainings. Health workers were trained in growth monitoring and nutrition education. District-wide Infant and Young Child Feeding trainings were conducted for all health staff. Female health workers were provided with the state guidelines on Infant and Young Child Feeding. All possible efforts were taken to guarantee follow-up: if a female health worker was not able to meet the child on the scheduled date, she had to visit the family within the next week. Availability of children was ensured through ICDS workers. Visits of the female health workers were monitored at primary health centre level by the medical officers, which in turn were monitored by the investigators at district level. Every medical officer received a reminder (SMS and telephone call) seven days prior to a scheduled visit.

Appropriate statistical analysis was conducted.

**Findings** The selected under-fives with SAM were followed up every trimester, resulting in 2,948 scheduled follow-up growth-monitoring visits by a female health worker apart from the monthly growth monitoring by ICDS workers. Of the scheduled quarterly visits, 2,142 (72.6%) were completed on the scheduled date, whereas 806 (27.3%) were not completed on time. Reminders and additional visits were required to complete the expected number. No mortality was observed within the one-year period, neither in the case nor the comparison group.

While average height gain per month from a year prior to baseline was 0.43 cm; that from baseline to a year after was 0.64 cm. Average weight gain per kg body weight a year prior to baseline was 0.09 kg; from baseline to a year after was 0.42 kg. Higher gain in height was observed in younger age groups i.e. below 36 months in both periods. Concomitantly, weight gain decreased in both the periods with increasing age, resulting lowest in the age group above 48 months. Main weight gain was highest in the second trimester of the one-year intervention (0.16 kg), followed by the first trimester (0.13 kg), the third trimester (0.08 kg) and the fourth trimester (0.03 kg). All differences and trends described were statistical significant. When comparing Z-scores before and after the intervention, positive change was confirmed in all though the height-for-age Z-score scored low.

Apart from the observed directs benefit of the intervention, we anticipated increased motivation of the female health workers regarding undernourished children. This was however not the case. When, during the study, new cases of under-fives with SAM were reported in the monthly ICDS monitoring and the health workers were asked to provide follow-up, the response was largely unsatisfactory. When, in the post-study period and after one year, the health workers were asked to routinely follow up old and new SAM cases, the response was very unsatisfactory.

**Discussion** Average height and weight gain in the intervention period was significantly higher than in the retrospective non-intervention period. Higher gains in the younger age group suggest that early intervention is required to achieve maximum height and weight gain.

Highest weight gain was observed during first and second trimester of the intervention. This may be considered as a rapid catch-up phenomenon, partly attributable to non-study interventions. Indeed, it is mainly in the first 6 months after identification that all under-fives with SAM receive therapeutic services and food supplements at three levels as per state guidelines, independent from our intervention: the Village Child Development Centres at community level, the Child Development Centres at PHC level, and the Nutrition Rehabilitation Centres at hospital level. Notwithstanding, our study intervention\'s overall results and earlier evidence points towards effectiveness of community-based nutrition education and growth monitoring. This is sufficient reason to specifically include nutrition education of parents and growth monitoring of under-fives with SAM in the daily activities of the health workers, at least until ICDS services are fully oriented to focus more on nutritional education and growth monitoring.

While it was expected that training and involvement in the study would motivate female health workers and other peripheral health staff to continue their efforts beyond the intervention, be it for the identified under-fives with SAM after the study was concluded or for newly identified cases, this has not happened. Sustainability of interventions through peripheral health workers thus seems limited unless rigorously monitored. Institutionalisation of study interventions for severe acute malnourished children needs further research.
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**Introduction** Migrant health is emerging as an important public health issue. There has been an upsurge in northeast migration to Delhi. The literature brings out racial discrimination and harassment faced by northeast migrants, however, none of the studies scrutinises the issue of healthcare access. The present study aims to understand the access to health care among northeast migrants in Delhi.

**Methods** A cross-sectional, quantitative study was carried for a period of two months in Delhi. Cluster sampling with complete coverage was used. The sample size of the study was 250. Data were collected by face-to-face interviews using a pilot-tested structured interview schedule. Informed consent was obtained from the respondents and data were accessible to the researcher only. Data were analysed using SPSS version 20. Some of the terms used in the study and their definitions had to be operationalised to meet the requirements of the study. 'Migrants' we consider those people who have moved from any of the seven northeast states to Delhi and have been living in Delhi for at least six months. 'Recent migrants' are those who have migrated in the last five years. 'Older migrants' are those who have migrated before five years. 'Access to health care' is understood as the ability to utilise health services.

**Findings** A higher proportion (71.3%) of recent migrants suffered from illness over the last six months as compared to 64.5% of old migrants. Most of them approach private healthcare facilities. Older migrants use public health facilities in significantly higher proportion than recent migrants. Among recent migrants, 44.1% of respondents used pharmacy regularly for medical services. About 54% of the migrants in the sample population had never used government health facilities. Lack of knowledge regarding public health services (34.6%) was the commonest reason for not availing them. Majority of the respondents (72.6%) faced problem while obtaining health services from a public health facility. The most common problem was long waiting times (91.2%).

About 31% of the respondents reported about being disrespected by doctors or other healthcare staff because of their physical appearance. Disrespect because of language barriers was faced by 30.4% of the respondents. Migrant status was the reason for disrespect for 24.4% of the respondents. About 20% of the respondents said that they were disrespected by the doctor and staff because of their place of origin.

**Discussion** Duration of migration plays an important role in health status and treatment-seeking behaviour. Recent migrants are more vulnerable to illnesses than older migrants. Private healthcare facilities are approached in large numbers by the migrants. Neighbourhood pharmacies have their own role to play in the dynamics of treatment-seeking by the migrants. A series of barriers such as lack of knowledge about public health services, long waiting times at the health facility, the health facility being far away from the locality, inconvenient opening hours and unavailability of medicines hinder the northeast migrants to approach public health facilities. Moreover, northeast migrants felt they are disrespected at healthcare facilities, both public and private. The reasons reported for such disrespect were physical appearance, migrant status and place of origin. They also reported to have language barriers that made availing healthcare services cumbersome.

**Recommendations** Based on our findings we have the following suggestion to make for improving healthcare access among northeast migrants in Delhi. National Urban Health Mission (NUHM) is the need of the hour, and health of the migrants has to be included under its umbrella. The government should focus on strengthening the existing healthcare infrastructure and make it more user-friendly for migrants. Public healthcare staff should be sensitised towards the health needs of migrants and their socio-cultural barriers. Government must come up with stringent laws against racial discrimination against northeast migrants that help not only to improve their access to health care, but ultimately also their wellbeing.
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**Background** Studies about health care seeking behaviour and healthcare utilisation give a good insight about factors that may have programmatic and policy implications. In a developing country like India people spend a substantial proportion of their incomes on medical treatment. WHO estimates reveal that every year 25 million households are forced into poverty by illness and the struggle to pay for health care. We explore health care seeking behaviour and related out-of-pocket (OOP) expenditure among urban slum households in Davangere, Karnataka.

**Methods** A cross-sectional study was conducted between March 1st and August 31st, 2015, in urban slums of Davangere. Among 38 slums in Davangere, 22 residential slums formed our sampling frame where a list of houses with under-fives was collected from the *Anganwadi* registers. In each slum 10 houses were selected through systematic random sampling; thus a total of 220 houses were studied. Data were collected on health care seeking behaviour and expenditure on under-five illnesses. To avoid recall bias, a one-month recall period for any under-five child morbidity was considered.

**Findings** Among 160 under-fives studied, 30% reported illnesses in the past one month. The mean age of the mothers of the under-fives was 26±1.3 years. Majority (81 %) of the mothers belonged to class IV socio economic class (as per modified BG Prasad SES classification); 15% of mothers had more than one under-five child. The most frequent illness reported was diarrhoea (38%), followed by fever (31%) and common cold (29%). Most of the households consulted a healthcare provider (73%), either an allopathic practitioner (51%) or a complementary-medicine practitioner (22%). Delay in seeking health care was on average 1.8±0.4 days. Reasons for delay in health seeking were high cost and distance from the households. Mean expenses incurred on treatment for the under-five illnesses was INR 550±125. Most households (89%) bear the expenses out-of-pocket, either by borrowing money from a neighbour or a relative (59%), or by selling household belongings (32%). More than half of the households spent 17--40% of their monthly income in case of an under-five illness. Most expenses were on drugs (71%), followed by transport. We found a strong statistical association between the amount of money spent and the both the delay in care seeking and the type of healthcare provider approached. No significant statistical association was found between the expenses incurred and household income, or gender of the under-five. Only a minority of the mothers (23%) were part of self-help groups in the community; some of the households (28%) had savings in a small-scale daily deposit (Pigmy savings) scheme.

**Discussion** In our study population, but OOP spending and prevalence of catastrophic health expenditure should be considered as high. Irrespective of their income, households were spending a substantial amount on health care for their ill under-fives: 17--40% of their monthly income is considerably higher than what was observed in a similar study in a Bijapur (also Karnataka) urban slum 6 years earlier (15--22%). Catastrophic health expenditure (defined as spending 5--20% of total household income on health care) occurred in 15--20% of our study population, lower compared to the Bijapur study.

**Conclusions** In the absence of institutionalised financial protection for vulnerable urban slum populations, safety nets in the form of self-help groups or community-based health insurance schemes could be first steps to delink impoverishment from health care seeking behaviour. In the long run, accessible and affordable public primary care services, embedded in the urban slums and of good quality, are needed to reduce the inequitable burden that slum populations suffer today.
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**Background** Men could influence women\'s access to reproductive health services and obstetric outcomes. Migrant workers are considered to be a disadvantaged and socially excluded community in India. Public health services hardly reach them. The main objective of the present study is to examine the knowledge regarding reproductive health services and roles played by male migrant workers in three different phases of reproductive cycle -- antenatal, natal and postnatal care -- of their spouses.

**Methods** Semi-structured interviews with 280 male migrant workers in Jindal Steel Power and Limited (JSPL), Odisha, provided the primary data. Cross tabulation, percentiles and chi-square were done using SPSS software to assess factors affecting reproductive healthcare services.

**Findings** Around 80% (226 out of 280) of the male migrant workers did not have any knowledge regarding antenatal care (ANC) services. Nearly 90% (251 out of 280) of the workers did not know about natal care and 96% (269 out of 280) of the respondents did not have any knowledge regarding postnatal care services. The level of education was found to be highly significant (p=.0001) with the kind of health services availed, like ANC registration, ultrasonography, Tetanus Toxoid, adopting balanced dietary pattern and use of iron and folic acid tablets. Income level, place of residence and availability of health facilities are positively related with better achievement of reproductive health outcome. Nearly 60% (141 out of 237) male migrant workers\' spouses returned to their native places for receiving ANC services. About 65% (181 out of 280) respondents perceived that migration is an important factor in determining the role of male migrant worker in their spouse\'s ANC. About 36% of the male migrant workers\' spouses preferred home delivery due to lack of healthcare institutions in the place of migration. Receiving health care from public facilities and community health workers is a challenge for migrants. Identity crisis, local myths, food taboos and cultural belief in ethnic remedies were found to be the major barriers for availing public health services.

**Discussion and recommendations** The government is taking several measures towards improving reproductive health of the population. However, such exclusive healthcare services are not able to penetrate every section of the society. The reproductive health status of the migrant population is found to be in a deplorable condition due to lack of accessible, available and affordable health services in the place of migration. Today, migrants still largely depend on their place of origin for healthcare services. Government should reach out to those with unmet needs; the concept of mobile clinics could be a way forward. As identity issues hinder access to reproductive health services, migrants should be provided with legitimate identity cards at their place of work.
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**Background** Currently India\'s total urban population accounts to 32% and is expected to reach 600 million by 2031. Health of urban populations is largely a neglected issue and needs understanding of the role of the urban environment itself. A social determinants approach emphasizes the role of factors that operate at multiple levels. The proposed National Urban Health Mission (NUHM) activities have a high focus on urban poor population, public health thrust on sanitation, and clean drinking water. Presently the National Health Mission (NHM) is envisaged to incorporate the programmatic components of both National Rural and National Urban Health Mission.

**Methods** A conceptual framework on urban health determinants was developed, listing out the determinants at two levels: multi-dimensional determinants at the local level and multilevel determinants. Our framework is based on review of frameworks of urban health and environment (Galea and colleagues), of a web of interlinking determinants (Vlahov *et al.*), of measurement of key social determinants in urban settings (Ompad), and of multisectoral and multilevel determinants (Harpham). Our conceptual framework attempted to examine the National Urban Health Mission activities and to access the extent to which they have taken a determinants approach on board.

**Findings** The NHUM activities try to incorporate various schemes incorporating wider determinants of health in the backdrop of existing divergence among wider determinants of health. The NUHM activities address some of the key domains of physical and social environmental determinants, but drastically fail to acknowledge economic and occupation-related determinants. The activities emphasise the role of neighbourhood/household level elaborately, but translation into action is questionable. In the multilevel determinants, the NUHM activities fail to address any of the domains at the global/national level, while they try to address some determinants at the local/municipal level. The National Urban Health Mission activities recognise the role of governance, but fail to incorporate the role of market and civil society.

**Discussion** Urban health challenges are a result of multiple and complex intervening factors and a social determinants approach is needed to address urban health challenges. The purpose of the present study was to analyse how NUHM activities address the wider social determinants of urban health. Although NUHM activities propose to create a common platform to ensure that, they fail to incorporate how these determinants operationalize in the context of political, economic and social structures of local bodies. Understanding urban health needs a focus on the urban exposures as determinant of urban health. A comprehensive policy approach to urban development, where urban legislation should be prioritized for sustainable urban development, is needed to address the wider social determinants of urban health.
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**Background** Promoted as a vehicle for achieving universal health coverage (UHC), the *Rashtriya Swasthya Bima Yojana* (RSBY) was expanded in Chhattisgarh to a universal scheme -- *Mukhyamantri Swasthya Bima Yojana* (MSBY) plus RSBY -- in 2012 by the state government. The present study, conducted in urban slums of Raipur, capital of Chhattisgarh, aimed to assess issues of coverage and utilisation under RSBY/MSBY and whether it can effectively address health concerns of the urban poor, with a focus on women\'s medical conditions and their experiences. It tried to assess the extent to which cashless treatment is available under RSBY/MSBY. Simultaneously it seeks a layered understanding of claims of universal coverage through the insurance route.

**Methods** The study was quantitative in nature. Primary data were collected from a sample of individuals who were hospitalised in the last six months prior to the study, identified through *Mitanins* (women community health workers). The surveyors interviewed all identified patients and, additionally, used snowball technique to expand sample size. The total number of patients interviewed was 367 (284 women and 83 men). Here, we document the experience of women patients: 282 women, of 65% belonged to Other Backward Castes (OBC), 17% to Scheduled Castes (SC), 4% to Schedule Tribes (ST) and 13% to General (non OBC, non SC, non ST). A structured interview guide was applied.

**Findings** A slightly higher percentage of women (68%) than men (65%) were enrolled in RSBY/MSBY. Only 5% of the enrolled received the list of empanelled hospitals; 57% received a smart card on enrolment day as per the norm.

Around 78% of hospitalised women presented gynaecological or obstetric conditions (including 200 childbirths), while men were mainly hospitalized for respiratory and water- or foodborne diseases. Hospitalisation of women took place in public facilities (57%), in private facilities (37%), or in both (5%). Higher proportions of women whose families were not enrolled went to the public sector, for all conditions. Women accessed the public sector more for pregnancy (63%) and other gynaecological conditions (76%), and the private sector (55%) for non-gynaecological conditions.

Half of the hospitalised women were not enrolled in RSBY/MSBY. Of the enrolled, 36% were able to use insurance, with usage higher in empanelled private facilities (71%) than in public facilities (25%). Insurance was used in 17% of delivery cases (28% in private and 10% in public). Utilisation of insurance was higher for C-section than for vaginal deliveries.

Only 4% of women did not incur out-of-pocket expenses (OOP), with average OOP for non-gynaecological cases much higher than for gynaecological cases. Overall, OOP were made on fees charged (52%), medicines (18%) and diagnostics (15%). Of the women who incurred OOP, 90% had to spend on transportation, and 76% on medicines. Average OOP in private facilities was more than six times higher than in public facilities. Women incurred OOP despite using RSBY/MSBY, with average OOP much higher for women who used RSBY/MSBY in private facilities (INR 10,733) than in public facilities (INR 2,518). The average amount booked under RSBY/MSBY for vaginal birth in private hospitals (INR 7,607) was twice that of the amount booked in public hospitals (INR 3,775). Women borrowed (37%), used savings (61%), and seven women sold/mortgaged valuables to pay for treatment.

**Discussion** While our study finds that there has been an increase in enrolment since the introduction of the RSBY/MSBY, 43% of the urban slum population in Raipur remains uncovered. Moreover, the overall usage of insurance for hospitalisations is very low. This is despite the fact that Raipur district has the highest number of empanelled facilities, most of them in Raipur city and making the highest amount of claims in the state.

In the utilisation of insurance, there seems to be a bias towards surgical procedures, mainly in the private sector. Utilisation was higher for non-gynaecological conditions (49%) and the usage of RSBY/MSBY cards for C-sections was more than twice than that for vaginal deliveries. With respect to cost of health care, the private sector is more expensive than the public sector in every situation, even when using insurance.

Our study shows that 'universal' health insurance does not automatically translate to universal health coverage. Despite having a 'universal' health insurance scheme Chhattisgarh is not able to provide financial protection and decent access to the urban poor women for hospitalisations. In evaluating the impact of health insurance schemes, it is imperative that the efficacy of health insurance be assessed in terms of providing financial protection, and equitable and effective healthcare access for vulnerable and marginalised populations like the urban poor.

*Grant funding (Paul Hamlyn Foundation, London) for research but no other competing interests*.

**Background** According to the 2011 Census, Chhattisgarh has an urban population of 5.6 million of which 32% lives in slums. While rural health indicators improved significantly in first decade of 2000, they were almost stagnant in urban environment despite greater availability of secondary public and private healthcare facilities. The state has a Community Health Worker (CHW, known as *Mitanin*) programme in place in rural areas since 2002, but not in urban areas. Primary healthcare facilities and outreach services were still largely absent in urban slums. In 2012 then, the government of Chhattisgarh launched a State Urban Health Programme with focus on urban slum populations. Its activities were subsumed under the National Urban Health Mission (NUHM) from 2014 onwards. Urban *Mitanin* CHWs were selected through community consensus; Health Committees (known as *Mahila Arogaya Samitis*, MAS) were organised; auxiliary nurse midwives (ANMs) were appointed and urban primary health care centres (PHCs) were set up.

**Methods** A baseline study was conducted in the 11 most-populous cities of Chhattisgarh, corresponding to the initial selection of the state\'s urban health programme, to scrutinise (a) the socio-economic status of households; (b) the utilisation of key healthcare services; and (c) community behaviours and practices regarding key aspects of Reproductive and Child Health. A total of 330 slum clusters were randomly selected for survey. The survey was able to cover 2,134 households with pregnant women, 2,149 households with under-6 month children, and 2,072 households with 6--24 month children.

Information on the activities of urban *Mitanins* was collected each month from their facilitators. Field visits were made to verify reports. In each of the first three quarters of 2015, a team of five trained reviewers visited the slums of 19 cities to verify the figures reported on *Mitanin* and MAS activities. In the process, the reviewers interacted with a total of 285 Mitanins in their cluster meetings, and attended 130 MAS meetings.

**Main Findings** The baseline survey showed that in comparison to rural areas, urban slums had (1) higher literacy rates; (2) higher access to toilets; (3) lower child malnutrition (underweight); (4) lower immunisation and breastfeeding; (5) less childhood infections except for diarrhoea; (6) lower utilisation of family planning services; and (7) higher access to antenatal check-ups and institutional deliveries, though a majority of them were in the private sector. One-third of urban slum households had had a RSBY card, but still 60% of them incurred high out-of-pocket expenses.

We documented that 3,775 CHWs had been selected in slums of 19 towns and that 3,699 MAS had been constituted, covering 1.9 million population in urban slums and adjoining households. The CHWs received 25 days of training over three years. In addition, 220 ANMs recruited under the programme carried out monthly immunisation sessions in slum areas with the help of the CHWs, and 30 urban PHCs were set up.

Analysis of activities reported by the *Mitanins* from January to September 2015 showed that (1) *Mitanins* were able to mobilise 80% of expected deliveries to institutions, 76% of them in public facilities; (2) 82% of newborn received designated home visits from *Mitanins* and 16% were referred to health facilities when signs of sickness were identified; (3) 87% of pregnant women received more than three home visits from *Mitanins*; (4) 63% of children under three years of age received home visits on nutrition and prevention of infections; (5) 68,400 cases of diarrhoea were given ORS; (6) 120,000 other patients were treated by *Mitanins* using drug kits; (7) 155 TB suspects per 100,000 population were screened and referred for sputum examination, resulting in 2,140 confirmed cases; (8) 2,796 leprosy suspects were screened and referred, resulting in 611 confirmed cases; and (9) *Mitanins* intervened in 4,540 cases to oppose violence against women. The MAS worked on health determinants like drinking water, sanitation and functioning of nutrition programmes.

**Discussion & recommendations** Expansion of *Mitanin* CHW and ANM network in urban slums improved access to health dramatically. *Mitanins* were able to convince large section of the slum populations to access public health facilities. *Mitanins* provided community-based care and counselling for maternal and child health and for common illnesses. They were able to make their mark within two years of the start of the programme.

Expansion of CHW and related community processes to urban slums was facilitated by the decade-long experience the state had with its *Mitanin* programme in rural areas. Support structure and training processes for CHWs were kept similar to the rural programme. Timely training, provision of drug kits, emphasis on home visits, focus on social determinants of health, higher literacy amongst CHWs, compact habitations and women getting opportunity to lead activities in social sphere were other facilitating factors. Provision of ANMs conducting regular immunisation sessions in urban slums bridged a very important gap. Linkage with 30 urban PHCs and the presence of hospitals were also important. Impact on indicators like infant mortality rate and under-5 mortality rate still needs to be studied, for slum and non-slum areas separately.

Other factors that facilitated the rollout of the NUHM in Chhattisgarh were (1) commitment of the state; (2) the forerunner state scheme being modelled on lines of the draft NUHM framework; (3) the focus on slums; and (4) the nature of urban slums in the state. The urban context varies in different states and by size of cities.

The NUHM can be extremely valuable for bridging the gap in access to health for the urban poor. Community processes and outreach through ANMs are crucial in urban slums. There is a need to persist with full roll out of NUHM across states.

*No competing interest*.

**Background** Community participation can be considered the backbone of universal health coverage (UHC). This has been extensively demonstrated through the successful experiences of Thailand and Brazil, among others. Optimised roles and effective performance of local or grassroots organisations are essential to the integration of community participation for delivering UHC. In India, grassroots organisations supporting community participation in health include the village *Panchayats* (local governance bodies), the health administration at sub-district level and below, local civil society represented by community-based organisations (CBOs) and community engagement processes. While the 2011 report of the High Level Expert Group on UHC highlighted importance of engaging citizens in UHC processes, a majority of discussions post this report focused mainly on financing and service provision aspects of the UHC. In this context, a series of activities were undertaken to elicit the enhanced role for grassroots organisations in UHC and related health initiatives.

**Methods** Noted civil society leaders prepared concept papers on critical themes, which included the role of civil society organisations (CSOs), *Panchayati Raj* institutions (PRIs) and other CBOs. A national consultation and two state-level consultations were held, involving critical civil society players and state actors. Reports of the consultations were prepared, with inputs from coordinating civil society agencies and individuals. A qualitative analysis was conducted to elicit the reflections of key participants about these processes.

**Findings** The concept papers prepared as part of the initiative focused on the historical evolution and theoretical and practical issues around community participation in health. They also identified important contributions of different types of civil society organisations to the health sector, at national and international levels. Contentious issues needing further analysis were also highlighted.

Both the national and the state-level consultations elicited the importance of defining and promoting community roles as an integral part of policies and programmes. Need for expanding the role of the community actors to areas such as policymaking, planning, oversight, regulation, grievance redressal and local resource generation, in addition to the conventional role of support in service provision, was also identified. Orientation and sensitisation of both civil society and government actors at state, district and community level were also suggested as critical measures.

Involving PRIs with improved role clarity, capacities and leadership space was suggested as an important step to move the UHC agenda forward. Abilities of PRIs in forefronting and addressing people\'s priorities for health was highlighted based on the Kerala experience. Focusing on organisations of marginalised and vulnerable groups was seen as an essential strategy to ensure inclusion of such populations. The need for differentiating between 'civil society' and 'private players' was also highlighted. The role of political society in addition to civil society was seen as an area that needs better understanding. Investing in institutional mechanisms to ensure, support and sustain community engagement was listed as a key requirement.

**Discussion** The principles of equity, social justice and participation are fundamental to the spirit of universal health *coverage* -- and they pose a challenge to the standard nomenclature of 'coverage', because this alone does not ensure equitable access, participation and utilisation. An alternative vision of UHC is premised on the integral role of citizen engagement in all elements of health policy and programme formulation. What these roles are and how they can be integrated into the health sector needs to be re-examined. Important roles that different kind of CSOs have played for enhancing quality of health services and for ensuring equitable access need to be acknowledged. These include actual service provision, health education and entitlements awareness, monitoring of health services, research and advocacy for inclusion of the most marginalised groups and their health needs, facilitation of dialogue between communities and the health system, and engagement with the health system for health sector reforms.

The experience of several countries indicates that the central forces that brought about UHC were social movements and community action. In India too, CSOs working on health have been discussing and debating the details of UHC. Many civil society actors in India also believe that UHC should democratise the health system, reducing the power balances both within the health systems and between healthcare providers and people.

**Conclusion** UHC plans and debates should move beyond the discourse on financial protection and insurance to one that acknowledges and accommodates the central role that people and their organisations can play in facilitating universal access to health. Such larger vision for change should actively include people and community-based organisations in defining, detailing, demanding and imparting health, in their specific contexts. Establishing and supporting institutional arrangements to create, expand and sustain such participation should be a state priority.

*Grant funding (project 'preparing Indian states for universal health coverage' funded by the International Development Research Centre, Canada) for research but no other competing interests.*
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**Background** Health committees are a popular strategy for facilitating community participation in health, particularly in low- and middle-income countries. Their potential effects are mediated by a number of factors including the contextual environment in which they function. George and colleagues[@R5] in 2015 put forward a framework that identifies four contextual spheres -- porous and interconnect -- that are most relevant to health committees: community, health facility, health administration and society. We apply this framework to an in-depth contextual analysis of an intervention to strengthen Village Health Sanitation and Nutrition Committees (VHSNCs) in rural north India, examining features in each sphere that influenced VHSNC outcomes.

**Methods** Over the course of 18 months, 50 marginalised villages in a north Indian state received a government-designed and NGO-facilitated VHSNC support package, which included social mobilisation, VHSNC membership expansion, training and on-going facilitation for committee meetings and activities. Qualitative research through interviews (n=74), focus groups (n=18) and observation explored the contextual features that facilitated or hindered intensified community engagement by VHSNCs. Thematic network analysis enabled the identification and grouping of themes, and detailed exploration of sub-themes.

**Findings** VHSNCs attempted to improve access to drinking water, expand immunisation coverage, secure nurses, doctors, and medical supplies for health centres, and improve the functioning of village schools and *Anganwadi* centres. Most action took the form of writing appeals to various government officials. Some VHSNCs contributed to concrete improvements, namely having a doctor re-posted to a health centre and enabling school children to access government benefits (free bicycles and a scholarship for orphans), and many people appreciated learning about health topics and health rights. However, success was modest within the period under study (12 months) and although VHSNC members appreciated some aspects of the intervention, there was also significant disappointment.

Within the community sphere, VHSNCs were challenged by social hierarchies that prevented people from speaking out about local issues. Women\'s active participation was particularly curtailed by community concerns that village-level monitoring would disturb social harmony and gender norms. In addition, communities exhibited deep mistrust of government institutions, which made people wary of investing in VHSNC.

Within the health facility sphere, VHSNCs were hindered by the severely under-resourced health system. VHSNCs faced a need for increased support to enable frontline health workers to facilitate their functionality.

Within the health administration sphere, block-level health functionaries often lacked the power to respond to VHSNC requests -- particularly so for hiring additional nurses and doctors to fill vacancies -- leaving VHSNCs unsure of how to bring about much needed change. The chain of responsibility for aspects of VHSNC administration was opaque, which, for example, made it difficult for VHSNCs to identify why their INR 10,000 (USD 150) yearly untied fund was not released throughout the 18 months period. Furthermore, despite VHSNCs\' inter-sectorial nature -- working on health, sanitation and nutrition -- they struggled to involve diverse government services and were only officially mandated by the Ministry of Health and Family Welfare.

In the societal sphere, despite decentralisation reforms that empowered the locally elected system of government (*Panchayat*), many VHSNCs were still unable to engage the powerful elected representative (*Sarpanch*), and instead worked with the lowest-level elected representative (*Ward Panch*), who they considered powerless. Media engagement emerged as a potential avenue to effect change. The prevalence of market solutions to fill gaps in government service provision (such as private health care, schools and wells) reduced the willingness of some people to work on VHSNC activities, since they were already paying for private services.

**Discussion & recommendations** Active facilitation by a dedicated NGO enabled VHSNCs to work with or overcome many community-level challenges to become functioning local bodies that took action to improve local health. The VHSNC-support intervention succeeded in its core elements of expanding committee membership through a participatory process, training VHSNC members, facilitating monthly meetings and helping VHSNCs to take local actions for health. Yet major contextual barriers at the community, health facility, administration and societal levels limited VHSNCs\' capacity to improve local health services.

We identify features of a supportive environment for VHSNCs. At the community level, VHSNCs would be bolstered by greater legitimacy through early successes, an emphasis on collaborative and supportive local monitoring, and focused capacity building for female engagement. At the health facility level, VHSNCs need minimally functional health services which to engage. Filling healthcare staff vacancies must therefore be a priority. On-going support and incentives for frontline health functionaries to facilitate VHSNCs would institutionalize the VHSNCs\' functionality. VHSNCs would be more effective if they were able to understand clear pathways of accountability for services, so that VHSNC members know where to go to seek change. Making VHSNC support and funding a top-down responsibility rather than a bottom-up battle is vital for VHSNC sustainability.

Finally, inter-sectorial coordination of health, sanitation and nutrition at higher levels of government would generate a more VHSNC-enabling context. At the societal level, VHSNCs would benefit from additional decentralisation of power, so that ward members can take village-level action, from the development of media engagement strategies, and at the broadest level, from robust public funding for universal health, nutrition and sanitation services so that no one has to rely on the private sector to secure the basic requirements for health and wellbeing.

*Grant funding (WHO\'s Alliance for Health Policy and Systems Research, Government of Canada\'s International Development Research Centre, National Health Systems Resource Centre) for research but no other competing interests*

**Background** Chhattisgarh, one of the poorest states in India, has a sub-standard TB detection rate. According to the Revised National Tuberculosis Control Programme (RNTCP), the state was able to detect around 55% of expected smear-positive cases in 2014. A main bottleneck explaining this low detection rate was the incapacity to bring suspect cases to sputum examination, despite adequate number of Designated Microscopy Centres (DMCs). Detection rates for smear-negative and re-treatment cases were still poorer at 44% and 30% of expected cases, indicating an additional gap in terms of implementing clinical protocols. The hypothesis was formulated that Chhattisgarh\'s established network of 70,000 community health workers (CHWs, known as *Mitanins*) offer an opportunity to improve TB detection.

**Methods** Chhattisgarh\'s *Mitanins *were trained to screen the population for signs of TB and carried out door-to-door screening for suspected cases. Supervisors of CHWs maintained lists of the suspected cases identified, who were referred to the nearest DMC for sputum examination. In addition, child contacts were traced from confirmed TB cases and referred to block/district hospitals for confirmation. Data were collected monthly from field functionaries of the *Mitanin* programme and triangulated with RNTCP data. Group discussions with the *Mitanins* and their facilitators were conducted to document their experience.

**Findings** 96% of the *Mitanins* participated in the active screening campaign, covering around 71% of the 27 million population of the state. Of the suspected cases, 62% were successfully referred to 360 DMCs across the state. The quarterly ratio of TB suspects examined per 100,000 population went up from 102 in the 3rd trimester of 2013 to 134 in the 1st trimester of 2014, and to 170 in the 1st trimester of 2015. An additional screening campaign was rolled out with the *Mitanins* in September 2015. Sputum examination ratios were sustained for 2nd and 3rd trimester of 2015, resulting in an average increase of 46% from 2013 levels and translating into 55,000 more patients getting examined each year.

Between March and June 2015, the *Mitanins* referred 6,974 contact children for confirmation to 106 government health facilities at block or above levels. Priority was given to malnourished child contacts. Village Health Sanitation and Nutrition Committees (VHSNCs) facilitated transport for 42% of these referrals, using untied funds from the National Health Mission. However, in 32% of the referrals the contact children were not examined in the government referral facilities but instead again referred to paediatricians at higher level. Most of the re-referrals could not access a paediatrician; those who did reach were not examined. After discussions with facilitators of the CHW programme, around one third of the initial referral facilities agreed to examine the children. The most commonly prescribed diagnostic in public referral facilities was a Mantoux test, followed by X-ray. Majority of children prescribed a Mantoux test were referred to a private lab. Of the 6,974 contact children, 418 cases were confirmed as TB, for which treatment was started.

As experienced by the *Mitanins*, mobilising child contact referrals was the most difficult task. The support for transportation from the VHSNCs was useful in this regard. However, for the referrals to translate into detection, adequate response from primary and secondary health facilities was needed also, and often lacking. Where the health facilities refused to take up child contacts for confirmatory examination, this resulted in severe frustration and demoralisation for both the community health worker and the child\'s family. In order to minimize frustration, *Mitanins* were then advised to go to centres known to be responsive. The *Mitanins* who had a successful referral experience expressed satisfaction for having been able to save a child\'s life. Overall, despite frequent denial of services and other inadequacies, a large number of government doctors and health facilities got nudged to respond to the influx of child contacts.

**Conclusion and recommendations** Our study shows that community health workers can play an effective role in active screening and referrals for identification of TB in states having low detection rates of TB. In the case of Chhattisgarh, bi-annual door-to-door screening campaigns by *Mitanin* CHWs appear feasible and appropriate. Contact tracing still needs improvement and is key to adequate TB control. The sub-optimal health systems response to paediatric TB can be boosted through training of health and RNTCP staff, and sensitisation -- to which the community health workers can substantially contribute. The National Health Mission already went a long way by introducing large numbers of ASHA CHWs and by setting up community-based supportive structures in form of VHSNCs. Improved understanding and use of the potential of CHWs and community-based structures in referrals for TB can offer significant gains for TB control in India.

*No competing interest*.

**Background** Community empowerment is being increasingly recognised as a critical component towards enhancing accountability of and equitable access to health care. In India, a participatory process termed 'Social audit' has emerged as an effective model for ensuring accountability and equity in the Employment Guarantee scheme. In Maharashtra, a group of Civil Society Organizations (CSOs), implementing Community-Based Monitoring and Planning (CBMP) of health services under the National Rural Health Mission (NRHM) since 2007, considered *Rogi Kalyan Samities* (RKS, Patient Welfare Committees) as an important gateway to ensure effective and equitable utilisation of flexible funds under what is now the Nation Health Mission (NHM), and initiated a Participatory Audit and Planning (PAP) process.

**Methods** Retaining the core of social audit with appropriate modifications in the context of RKS funds, a PAP was conducted in 9 health facilities from three tribal districts of Maharashtra between December 2014 and March 2015. In a preparatory phase, RKS expenditure data of the year 2013--2014 were analysed and public report cards were prepared. The PAP then involved examination of financial documents, physical verification of purchases and report cards. Multiple stakeholders (RKS members, elected representatives, health providers and CSO actors) were involved in the process. Eventually, in a dialogue among key stakeholders, identified issues would be discussed, decisions taken and future planning done accordingly.

**Findings** Implementation of the PAP process yielded positive impact on accountability and effective utilisation of RKS funds based on peoples\' needs. The process enabled a better understanding of the functioning of RKS by making its expenditure public to all stakeholders in the form of report cards.

According to our findings, RKS functioning however had a series of issues: committee members and coordinators appointed by NHM did not have clarity about their roles and responsibilities; most of the expenditures were done without prior sanctions from RKS; and decisions were in most instances autonomously taken by the medical officer. As revealed by the report cards, funds were predominantly spent on stationary, internet and telephone bills, purchase of equipment and medicines.

During the stakeholder dialogue, findings and issue were discussed and decisions were taken. Up to 45% of the issues were resolved locally with follow-up by CSOs. These were mainly contributions to improved service delivery -- like provision of curtains for women\'s ward, of sitting arrangements for patients, of drinking water and food for patients and relatives, or corrections. An example of the latter is given by a stakeholder: "A fridge and cooler were purchased for health institution however kept in staff quarters. During the process concerned officer was asked to bring it back to the institute and this was done on the very same day". Dissemination of the PAP process also had positive impact at state level, where two decisions were taken. One was to conduct a state-level workshop for RKS coordinators and accountants regarding their role and responsibilities. Second was to upscale the PAP process to a total of 140 health facilities across Maharashtra. So far, the PAP process was conducted in 65 health facilities in the year 2015--2016.

**Discussion & recommendations** Before the PAP process was installed, RKS flexible funding only underwent a 'technical' financial audit by state government, without a mechanism in place for feedback of beneficiaries and with very limited community involvement. In comparison, the PAP process presents an effective pathway towards accountability with involvement of various RKS stakeholders, including active community members. As expected, the PAP process has contributed in increasing empowerment of RKS members and responsiveness of healthcare providers. Presenting report cards with expenditure patterns in a multi-stakeholder dialogue also helped in bringing transparency, thereby creating awareness among key stakeholders. The PAP process provided a foundation for community-based monitoring of actual utilisation of RKS flexible funds, for planning of expenditure taking into account peoples\' needs, and for dialogue among all key stakeholders. As such, the PAP process has the potential to contribute to improved service quality, to bring a sense of ownership amongst community and elected members, and eventually to increase accountability and equity of public service delivery.

Based on our study findings, for a PAP process to become effective a series of conditions have to be in place: (1) bringing together a multiple-stakeholder group, including CSOs, health providers and elected members, and that is given authority to take decisions and actions; (2) a critical mass of active community members who can raise the issues; (3) a basic mandate at least in the form of orders from high-level officials to field-level staff, to ensure engagement of healthcare providers; and (4) sufficient and active response of the healthcare authorities, so as to maintain the motivation of community and other stakeholders.

*Grant funding (International Budget Partnership, Washington DC, USA) for research but no other competing interests*.

**Background** Nearly three decades ago, the WHO report 'The challenge of implementation: district health systems for primary care' defined a district health system (DHS) as a decentralised unit and building block of national health system, and a means to achieve an equitable and responsive health system. A DHS being more than an organisation ideally is the manifestation of comprehensive health service delivery through the process of community participation and bottom-up planning and management. Decentralised planning is seen as a positive step for efficient and effective use of resource and for needs-driven planning.

In India, the National Rural Health Mission in its 2005 Mission Document adhered to this vision and wanted districts to become the 'core unit of planning, budgeting and implementation'.

The present research seeks to understand how the DHS stakeholders in India today perceive their role of being involved in the district planning process in the light of three important areas namely (1) awareness about the importance of the district planning process; (2) their role in the district planning process; and (3) the major problems encountered by them while planning for the district.

**Methods** We applied a qualitative exploratory research design situated in a constructivist paradigm. Primary data consisted of in-depth interviews with selected participants following a guided schedule. Secondary data consisted of the available District Health Action Plans. The unit of analysis was the District Programme Management Unit (DPMU) and its support system at block level (BPMUs) under the selected district 'X' of Maharashtra. The study population consisted of: (a) at the level of the district: the District Programme Manager (DPM), the District Accounts Manager, the District Data Entry Operator and the District Health Officer (DHO); (b) at the level of each block: the Block Programme Manager (BPM)/Taluk Health Officer (THO), the Block Accounts Manager and the Block Data Entry Operator. All mentioned district and block level officials as well as NRHM support staff at district and block level, willing to share their experience, were considered for being interviewed. In total, 19 DHS stakeholder were interviewed, covering all six blocks under district 'X'. Using ATLAS.ti version 6.1 software, descriptive and analytical coding were completed successively.

**Findings** The study revealed that planning was mainly seen as a process for procuring funds for the district and respective blocks. One BPM formulated it this way: "Budget, budget! *(smiles)* Paisa! *\[Money\]* How do you think we keep the work going in the district? *(laughs)* It\'s only after we send the District Health Action Plan from our side, that the people at the district will give us money to spend. Otherwise gone (*smiles*)". Another BPM: "So, we have to follow all these steps and then only they release the budget for the block". Almost all the interviewed BPMs/THOs considered the planning process as a mechanism to acquire "budget *\[funds\]*" for their respective blocks.

The planning process is yet to be perceived as a tool to design a needs-driven document, i.e. a District Health Action Plan that represent the local and priority needs of the respective blocks. A majority of BPMs/THOs described the planning process as "compiling" the information filled up in "formats" or "data sheets*"* received from higher level and sending it back, even if some of them used the term "bottom-up planning" for the described process. No genuine communication or consultation seemed to be part of this process.

District planning was perceived as a process of "consolidating" filled-up formats of the action plans and "reporting" again to higher levels by almost all the Accounts Managers and Data Entry Operators, considering these steps of uttermost importance in the planning process.

In practice, the blocks appear to draw up plans by taking previous year\'s figures and adding a percentage, leaving no space for any major amendments to be reflected through the planning process. As one Accounts Manager described it, "Each year we add about 10% more to the budgetary amount that we had proposed for the previous financial year and accordingly we submit the block plan to the district *(...)* then *(...)* at the district those people consolidate all the block plans and submit them to the state level *(pause)* accordingly, we receive the funds then".

As per the accounts of the District Accounts Managers and District Data Entry Operators however, the District Health Action Plan is not the primary basis for allocating funds to the districts. This deviation from the norm has origins in inputs and process. At the input level, the data provided at lower tiers leave much to desire. As one DEO expressed it, "I have jotted down all their mistakes of the previous formats, Then, I call them and ask them to resubmit the corrected figures. All this is extremely time consuming and probably they are so much reluctant to work that they keep repeating the same mistakes over and over again". At the process level, the common practice appears to be a one-size-fits-all approach: a majority of study respondents indicated that allocation to the blocks was not based upon the demands generated through the Block Health Action Plans (BHAPs), but rather consisted of a somewhat mechanical distribution of almost equal funds irrespective of the variation in needs. According to one Accounts Manager, "We mostly don\'t receive the budget that actually we had proposed *(...)* we actually receive less than what we proposed, So it feels as if there is very little that we can do about planning". A BPM sums it up: "DHO and other seniors say that it is sometimes our fault also that we commit some errors while planning and all *(pause)* I don\'t know exactly *(pause)* Sometimes it is that the budget is released from the Centre so they might have some of their own problems also. Now who goes to ask then as why they are allocating less budget to us?".

**Discussion & conclusion** For bottom-up planning to be functional, inputs are taken from village plans in order to design block plans and in turn, district plans take the inputs provided from block plans. This process requires consultation and active involvement of relevant stakeholders at all levels of the local health system. However, the qualitative data collected suggest that consultation is largely absent from the planning process as practiced today. A major reason for this lack of communication can be accounted to the fact that the stakeholders involved regard planning merely as a programmatic compilation exercise. Reporting and meeting timelines is seen as more important than the quality of the plans produced. As a result, actual planning is highly inefficient, leads to frustration among all actors, to distribution of funds irrespective of needs, and to weak and inequitable local health systems.

For the bottom-up planning as envisioned in NRHM to become reality, for local health systems to become stronger and for effective contribution to health equity, there is an urgent need to empower all actors at district level and below, and to encourage and support dialogue and consultation at all sub-levels so as to build managerial capacity for improved block and district planning.

*No competing interest*.

**Background** Consequent upon the 73rd and 74th amendment of the Indian Constitution, the state of Kerala adopted decentralisation with a big-bang approach, devolving funds, functions and functionaries to the lower tiers of government. Health care was viewed as one service that has local public good characteristic and was decentralised to achieve the potential gains of possible improvement in service delivery and access. Kerala has now gone through the fourth election to its local bodies and the elected representatives are in office. An understanding of the effectiveness of the decentralised healthcare system is necessary in this context to evolve and fine-tune policies.

**Methods** Three *Panchayats* were selected on the basis of stratified random sampling, based on the per cent of health expenditure to total expenditure incurred by the *Panchayat*. Data were collected at three levels, i.e. as circulated to the public health cadre, to the *Panchayat Raj* Institution and to the beneficiaries. Two detailed case studies were done in Attappady and Kadamakkudy since these *Panchayats* have attracted international attention because of malnutrition-related deaths and environmental health hazards respectively. Aspects including institutional arrangement and response to community needs were analysed. The Knowledge Attitude Practice (KAP) model was used to understand community\'s involvement.

**Findings & discussion** Interventions of *Panchayat Raj* Institutions (PRI) were successful to some extent for making the health personnel accountable to the public. Wherever medical officers were ready to respond to local situations and requirements, the results were positive. Many local leaders took interest to ensure the availability of doctors and auxiliary nurse midwifes (ANMs) in their area; however indifference on the part of the local leaders is also seen. The mere existence of a health facility does not ensure its satisfactory functioning and utility to the common man. Many facilities lack basic facilities like water, vehicle and staff quarters. Some *Panchayats* took initiative in improving the health infrastructure by earmarking funds for direct and proximate determinants and by mobilising funds locally, whereas some did not. Any meaningful involvement of grassroots leaders can only be possible by creating health awareness and by imparting training about their duties and responsibilities in the provision of primary health care of the communities. Given the relatively lower educational attainment of most *Panchayat* members, lack of exposure to any kind of governance outside and political inexperience, their participation in the PRI system and ability to discharge their responsibilities is often not very effective. However, those elected in the *Panchayat* who had good awareness of these scenarios actively involved in improving the health status of the community.

In general, health planning has become routinized, focusing on specific infrastructure and mandatory allocations. Some *Panchayats* have nevertheless undertaken innovative initiatives with professional support and guidance, and the results are encouraging. Unfortunately, there is no clear-cut idea about the division of powers and responsibilities between the PRI officials and the public health functionaries. Cases of conflict between those two stakeholders were reported. Nevertheless, wherever knowledge, attitude and practice of the people were high, *Panchayat* officials and public health functionaries responded positively with the aim to improve healthcare provision.

**Conclusion & recommendations** The decentralisation experience in Kerala\'s health sector provides examples of success and signs of potentials. More often than not, those potentials did not yet fully develop.

Accountability to the public can be fostered if the Health and Local Self Government (LSG) departments would focus more on providing training both to professionals and elected representatives. Induction training of professionals including the medical officers and their staff need to be reoriented within the context of health management in a decentralised setting. Local government\'s mandate to respond to local health needs being curbed by grassroots leaders\' lack of skills and exposure, steps should be taken by the LSG department to improve the capacity of the latter. The LSG department\'s allocation for the health sector should be fixed at a uniform minimum level, with freedom to allocate more for new programmes. This would contribute to improved basic facilities in health facilities (water, vehicle and staff quarters among others) and would allow addressing proximate health determinants too. Exemplary *Panchayats* have already evolved innovative initiatives. Their best practices should to be popularized across the state, adopted according to local suitability.

To make this possible, better co-ordination is needed between the Directorate of Health Service through its district machinery and local government. For dual control to become effective, the roles, activities and responsibilities of PRI officials and public health functionaries should be better defined. The Kerala *Panchayat* Act can serve as a basis for developing a manual that enlists the complementary activities of all actors and guides day-to-day management of the local health system. In this way, the still patchy effectiveness of Kerala\'s decentralisation in health can become a more widespread success story.

*Grant funding (the World Bank, Washington DC, USA) for research but no other competing interests*.

**Background** The India, the below-poverty-line population (BPL) accounts for approximately 357.6 million people. *Rastriya Swasthya Bima Yojana* (RSBY) is a public-private health insurance scheme for BPL families implemented by the government of India in 2008, which seeks to improve access to quality health services while reducing out-of-pocket expenditure. The RSBY provides insurance coverage up to INR 30,000 for maximum five family members, to be utilised at public or empanelled private hospitals. A range of studies has identified barriers associated with RSBY, including limited financial coverage, low enrolment, and low public awareness. The perspective of the end-users however remains largely under-explored. We explored the experiences of beneficiaries who used the RSBY during hospitalisation.

**Methods** Our qualitative in-depth study was conducted in 2013 in a coastal district of Odisha. We interviewed 18 RSBY beneficiary families to elicit their out-of-pocket expenditure (OOP), utilisation of RSBY during hospital stay, and experiences and reflections on hospitalisation. Respondents were purposefully selected from the pool of patients who had used RSBY in public or private hospitals in the past one month at the time of data collection, for a hospital stay of no less than two days. After obtaining informed consent, semi-structured in-depth interviews were conducted with patients and their family members. Interviews were audio recorded and transcribed into English. Content analysis enabled the identification and categorisation of themes, and their detailed exploration.

**Findings** Out of 18 respondents, 11 had visited public and private hospitals, four had visited private hospitals, and three had visited public hospitals. Beneficiaries stated that public hospitals remain under-equipped in comparison to the private ones.

Regarding financial protection provided by RSBY, respondents were pleased to have been able to access costly medicines at but private and public hospital without spending out-of-pocket. In private hospitals however, beneficiaries had to spend extra money on travel to bring hard copies of supportive documents such as ID proof. Also in private hospitals, some respondents still incurred high OOP payment when the INR 30,000 RSBY coverage was exhausted. They also described feeling ashamed in case they could not afford to continue treatment.

Respondents felt neglected and discriminated at private hospitals while utilising in-patient services. Many experienced rude behaviour of hospital staff, which they attributed to the fact that they were RSBY beneficiaries. They felt RSBY creates a boundary between poor and rich people within private hospitals. According to some respondents, many private hospitals refuse to admit RSBY cardholders to their in-patient department. Respondents often had become reluctant to visit private hospitals where, as RSBY patients, they had negative previous experiences.

**Discussion** Our study reflects that although RSBY helped some beneficiaries to afford medicines and in-patient services at private and public hospitals, health inequities remain a major issue, particularly so in private hospitals. When accessing services, RSBY cardholders continued to face economic and social barriers to quality care, including out-of-pocket expenditure, discrimination, and denial of care.

To realise the equity objectives of RSBY, empanelled hospitals must be well regulated, which is not part of the RSBY design and not the case today. Other studies have highlighted a range of issues with RSBY and its implementation, such as low awareness and enrolment, lack of transparency and monitoring of private insurers and hospitals, and financial barriers. This study adds discrimination while utilising health care as another major implementation issue with RSBY. Empanelled hospitals should respect the 'cashless' nature of RSBY, but also adhere to non-discriminatory practices while delivering services.

**Conclusion** Financial barriers and discrimination are common experiences of RSBY users in Odisha, deterring the scheme from its equity objective and the potential beneficiaries from future care seeking. Through effective regulation, the RSBY state nodal agency should optimise financial protection and redress discrimination in service utilisation.

*No competing interest*.

**Background** Approximately 90% of the Indian population is working in the unorganised sector. Major concerns for this population are absence of health coverage and financial insecurity in case of medical expenditure. The 2007 National Sample Survey noted that household earnings, savings and borrowings collectively contribute around 94% to total medical expenditures. In 2008, the government of India launched *Rashtriya Swasthya Bima Yojana* (RSBY), providing health insurance coverage to the weaker sections of society with the objective of improving access to quality health services while reducing financial burden at household level. The present study aims at understanding the knowledge levels of RSBY beneficiaries about the scheme and the issues they are facing in accessing the scheme.

**Methods** Research participants were 60 RSBY beneficiaries and their accompanying family members who came for treatment to SEWA Rural hospital, Jhagadia (Gujarat), in May and June 2012. Informed consent was obtained, semi-structured interviews were conducted with the participants and field notes were taken. The data were analysed in a mixed-methods approach, based on qualitative coding supported by descriptive statistics.

**Findings** A majority of the participants labelled the scheme in ways like "the card which can be used for getting treatment for illnesses", "the card in which photos and fingerprints are taken" or "*dawakhana \[hospital\]* card".

Very few respondents knew the basics of the scheme, not even the name RSBY. When asked for knowledge on the scheme, only one in four of the patients were able respond. In that case their family members, primarily spouses, responded. The respondents\' age ranged between 18 and 80 and education levels ranged from completely illiterate to 12th grade. Of the patients three-fourth were females, of the respondents three-fourth were males. Respondents were largely unaware of the scheme details such as the amount of insurance coverage (43%), the disease covered (48%), the maximum number of household members covered (57%), the amount left in the card (76%), the hospitals empanelled (92%), and the possibility of card details modification (95%). On the other hand, awareness was high on yearly card renewal (82%), on the enrolment fee charged (90%), and on the name of the main beneficiary in the card (95%).

The issues beneficiaries are facing when accessing RSBY could be categorized as related to prior to enrolment, enrolment, and post-enrolment. Prior to enrolment, the important issues revealed were poor IEC (Information, Education and Communication) activities and conflicting interests of insurance companies, combined with low literacy levels of the potential beneficiaries. As pre-enrolment, enrolment and post-enrolment are consecutive steps, it is prior to enrolment where improved knowledge levels can enhance RSBY\'s uptake. All further steps become dependent on the effectiveness of IEC. During the enrolment phase, apart from low enrolment due to low awareness, there are issues with fingerprint mismatch, wrong information entered in the card, and misprinted cards. Post-enrolment, issues faced are often again related to poor awareness levels (like no knowledge on the district kiosk or on the toll-free number to get grievances resolved). Such can be prevented by providing timely information during pre-enrolment and enrolment stages, and reconfirms the need for effective IEC activities to make the scheme implementation successful.

The issues faced can alternatively be categorized into technical and design issues. Technical issues include non-readability of card, thumb impression mismatch, and wrong beneficiary details. Design issues include illnesses not covered, ineffective grievance redressal, insufficient checks and balances, and above all poor IEC activities.

**Discussion & recommendations** Given the importance of RSBY for the targeted population and four years into the implementation; understanding of the nature of the issues faced by RSBY beneficiaries is key for finding plausible solutions. Though knowledge levels vary drastically among the indicators, awareness and knowledge on essential details of the scheme are low. Interestingly, we found that most of the communication (good or bad) on RSBY within the community happened through word of mouth route via *Anganwadi* workers, ASHA\'s and neighbours. By contrast, IEC activities as currently developed were largely ineffective.

Respondents explicitly demanded more and more relevant informant to be able to use the scheme to its maximum. We recommend however information not be loaded all at once during enrolment. Rather, it needs to be provided in a systematic manner at different junctures of the beneficiaries\' interactions with the policy. The information must be reinforced using multiple channels to keep reminding the beneficiaries about scheme benefits.

Ineffective IEC activities being related to conflict of interest of the insurers, we recommend accountability mechanisms to be incorporated in the system. Clearly defining the protocol to conduct IEC activities with measurable parameters (currently absent in the policy) and linking them to the premium to give it financial reinforcement appears promising in the present context. Reducing ambiguity in the contract and dependency on a few actors, and strengthening accountability in the system is the way forward to bring RSBY\'s policy objectives closer.

*No competing interest*.

**Background** Karnataka is a mid-to-high performing state in India, with a high variability in its human development index. Karnataka\'s health services profile varies widely by geographic location, with a mix of public sector health services administered by different levels of government and different departments within a level, as well as extensive private-sector health services. Karnataka has been considered a forerunner in involving the private sector for delivery of health services through a plethora of state-supported insurance schemes for the poor, each designed for different populations and conditions, with considerable overlap. The schemes engage the private sector by providing reimbursements to empanelled hospitals for services rendered. The objectives for these schemes have been to improve access to health care and to prevent catastrophic health expenses by providing 'cashless' care.

This paper presents an overview of the various ways in which the state has increased the involvement of the private sector in these state insurance schemes, as well as users\' experiences with accessing them, and data on state reimbursements to private and public sector institutions. Issues and concerns arising from the insurance model in the context of universal access to health care (UAHC), and especially the lack of continuity of coverage and the lack of preventive and primary care and implications for equity in health care are discussed.

**Methods** This formative research used a variety of methods such as literature review, review of contracts between the government and private or non-for-profit entities, Right to Information (RTI) applications, key informant interviews (n=10) with agencies administering insurance schemes, a cross-sectional survey of insurance users (n=61), and group discussions with insurance policy holders.

**Findings** Various public-private arrangements exist with a range of entities (NGOs, corporate hospitals, private service agencies), such as contracting in, contracting out, empanelling of hospitals, and facility adoption. The majority of hospitals empanelled in insurance schemes are private, and most of the reimbursement is being paid to the private sector. In RSBY, 62% of the empanelled hospitals are private, and over 90% of the money reimbursed by the government in 2014 went to private hospitals. In the case of the *Vajpayee Arogyashree* Scheme, only 5% of the total reimbursement expenditure was made to government hospitals.

The majority of the schemes are for tertiary care. The schemes work in isolation from each other although households may hold more than one policy. There was no evidence in any of the interviews of the survey of a continuum of care provided for people with conditions that required on-going treatment and/or monitoring. Among the 61 users of the insurance schemes surveyed, 87% went to a private hospital, and only 8% received free treatment, with out-of-pocket expenses ranging from INR 4,000--120,000. Users had already experienced high out-of-pocket expenses even before they availed benefits from the scheme, and the schemes did not cover follow-up care or the on-going cost of treatment and medicines. In-depth case reports of healthcare access for patients with serious illnesses were gathered. In addition to not having on-going treatment and medication costs covered, patients had to travel long distances and stay in large urban areas, incurring huge incidental costs on food, housing and local travel.

In parallel, Level 2 and Level 3 public hospitals are converting to autonomous institution status and are expected to raise operating costs through fee-for-service methods. Senior officials in these hospitals reveal that user fees for diagnostics and procedures have increased dramatically.

**Conclusions** While the current plethora of state insurance schemes provides some access to care for poor populations, the problems are manifold. The data reveal out-of-pocket expenses for the poor, of which only a small percentage benefits from free care. Tendencies to channel care to certain geographic areas is apparent and obvious given the concentration of services in urban areas of the state, and over time this may move the state away from the public health goal of care nearer to the patient. Emphasis of the schemes on tertiary care to the detriment of primary and secondary care, fragmentation of services with no backward nor forward integration (from preventive and screening services through to on-going treatment and medication needs) and poor referral lead to high out-of-pocket expenses and unsatisfactory experiences by those who need higher level and on-going care.

The targeted nature of the population covered by insurance (below-poverty-line) moves it away from the goals of universal coverage. The insurance schemes are fragmented, rather than one integrated policy for all members of a household that includes preventive and screening services, as well as outpatient visits, hospitalisation, diagnostics, treatment, and on-going care for chronic and unresolved conditions. There does not appear to be any policy vision anticipating the impact on public sector hospitals and on cost of care due to (a) large amounts of government reimbursement flowing to the private sector; and (b) the shift to greater use of private-sector services. In addition, weak regulation of the private sector in general and specifically in the implementation of government insurance schemes, and of autonomous public hospitals, make fee-for-service mechanisms vulnerable to supplier-induced demand in the form of irrational and unethical procedures. Besides, continuity of care is not achieved. The observed policy direction is a move away from the stated goal of Health for All.

*No competing interest*.

**Background** Economic development of any country requires accumulation of both physical capital and human capital. India is a developing country with a high prevalence of infectious and other diseases, and where the available resources are unevenly distributed among different regions. The majority of citizens has very limited access to quality health care and exhibits poor health indicators. Further, there are massive inequalities in access to health care: while the rich avail most of modern and expensive health services, the poor, especially in rural areas, do not get even rudimentary health care.

**Methods** The present study has been conducted in Shivamogga district, covering all seven *taluks* of the district, giving equal weightage to each. The study has chosen 500 households as sample size, covering both rural and urban areas. Proportionate stratified random sampling technique has been used. Representative samples were drawn from the households with different educational background, status and age groups. The study tried to analyse the expenditure incurred on healthcare services by the beneficiaries in public and private hospitals. The study used statistical tools like percentage, ratio, mean, standard deviation, co-efficient of variation and ranking technique to analyse the issues in the utilisation of healthcare services.

**Findings** The study has covered annual health expenditure, expenditure made by the people for their ailment in public and private hospitals, medical care coverage, and -- for people under different health insurance schemes -- out-of-pocket expenditure on health in Shivamogga district.

We found that 21.2% of households are spending more than INR 10,000 per year on health. Awareness about the various health insurance schemes is found in 66.6%. Only 36.4% have any medical care coverage. Of the insured, 77.45 are under the *Yeshasvini* scheme, 8.25% under RSBY, 2,75% under Star Health insurance and 1.62% under ESI.

In urban areas, the ratio between average expenditure for inpatient services per illness episode in public and private hospitals is 1:2.62. For outpatient service it is 1:2.1.

In rural areas, the ratio between average expenditure for inpatient services per illness episode in public and private hospitals is 1:2.32. For outpatient service it is 1:2.1.

Source of health expenditure in urban and rural area shows that 5.72% comes from insurance, 6.04% from government, whereas the remaining 88.24% is borne by the households..

**Conclusion** India has achieved significant improvement in health indicators but still has miles to go. Our analysis clearly underscores the need for a quantum jump in public investment for health, accompanied by a wide range of reforms at all levels. This can be achieved only through strong political will, commitment and awareness -- the latter based on dissemination of information on health issues.

*No competing interest*.

**Background** Developing country health systems are characterised by under-funded healthcare provision, distorted priorities in resource allocation, weak governance and regulatory structures, and sub-optimal policy interventions. Health sector reforms had been a long pending demand from both within the health system and outside. The central approach of the reforms was two-fold: increasing efficiency in resource use, and serving equity by excluding high-income groups and including only the poor in publicly-funded action. Reforms included revised health financing, insurance, and targeting low-income segments of the population.

Targeting assumes a development approach of cost-effective poverty reduction rather than an administrative enterprise. Means testing is often suggested as a mechanism to shield the poorest under cost-recovery programme by granting fee waivers for individuals who are less capable of paying for goods and services. Providing a safety net for the poorest while permitting fees to be collected from those with ability to pay, means testing could be an essential tool to promote fee collection and equity simultaneously.

**Methods** This study tries to understand the existing system of means testing in public hospitals in Kerala, India, by enquiring on the nature and institutional framework for means testing as well as the characteristics of the major criteria used to assess means testing. The study selected five major public hospitals in the state. These are specialised institutions offering advanced healthcare interventions available otherwise only in specialty private health institutions. A uniform schedule was circulated across selected healthcare institutions inquiring on basic details of the hospital, methods used for means testing, reliance on own sources of revenue, and magnitude and proportion of price discrimination.

**Findings** The selected hospitals charge fees depending on their stature, legislative mandate and autonomy. There exist, primarily, about three categories of patients in these hospitals on the basis of charging fees. They include full paying category, partially paying category and fully exempted categories in these institutions. On average, in the year 2009--10, about 42% of patients paid full fees, while 20% paid partial charges and 38% were exempted from any payment. Though all institutions under study were public, institutions under the provincial government use indicators called Above-Poverty-Line (APL) and Below-Poverty-Line (BPL). All institutions have a defined user fee policy suggesting user fees as essential in tertiary care as it increases the compliance of medicines, as making patients and providers responsible for the use/misuse, and as ensuring economic sustainability. All institutions have a graded pricing system with multiple layers, except in provincial government run institutions where only the two mentioned categories exist. Some institutions have five categories. Institutions under state government have long waiting lists, extending more than 90 days for many elective interventions. The directly operated state-owned institutions do not charge anything for emergency care for both poor and non-poor.

**Discussion** Though all institutions under study have a declared policy of non-denial of treatment in case of inability to pay, the realisation of this policy is questionable. The institutions assume an independent and objective assessment of the patient by an identifying official, which is a highly risky assumption in low-income settings where a well functioning governance system is non-existent. The pricing of services, it is stated, is not based on the cost incurred, but rather randomly done. Though prices in the studied public hospitals are significantly below these of their private counterparts, a costing exercise of major services would be useful for reduction of inefficiencies, expansion of certain services, and defining price pattern of different services.

Provision of discretion to the local authority in the hospital has some advantages as it ensures that hardly anyone in genuine need of health care is denied. However, contemporary evidence suggests, if the exemption mechanisms are implemented under weak governance system as in most low-income settings, it is likely to aggravate the type II error in targeting (excluding a person who should have been provided benefits). One of the feasible options is to have a broader classification of above and below poverty line population so that a higher degree of self-selection would be achieved and administrative cost and corruption reduced.

A major limitation of our study is that it reports the outcomes of only a few major institutions and generalisation is limited to the extent. Secondly, a patient-oriented analysis is essential if we are to identify whether appropriate targeting of benefits happened or otherwise.

*No conflict of interest*.

**Background** In India, patients with multi-drug resistant tuberculosis (MDR-TB) are treated in hospital facilities. The WHO however also recommends home-based treatment as a viable alternative. In the action framework of the WHO 'End TB Strategy', one of the key targets set for 2035 is that there should be no TB-affected families facing catastrophic costs due to TB. Besides, removal of financial barriers to healthcare access is vital to achievement of universal health coverage. Using a cost-minimisation approach, the present study aims at providing evidence of lower cost with equal effectiveness for home-based MDR-TB care as compared to facility-based MDR-TB care, within the context of India\'s national health system.

**Methods** We assessed the expected costs of the two MDR-TB treatment models using a decision-analytic model with a follow-up of two years. MDR-TB treatment outcomes were obtained from a systematic review of randomised clinical trials. The outcomes of interest included treatment success, treatment failure, treatment default, and mortality, and did not vary significantly between the two alternatives. Treatment costs included the cost of: drug therapy, clinic costs, hospital admission costs, cost of injections, food, and visits to laboratory and MDR centre. Cost data of drugs, diagnosis, hospital stay and travel for both public and private care, based on a simple market survey, were taken from recently published study on MDR-TB expenditure in Chhattisgarh (Kundu *et al.*, 2015). Finally, we estimated the potential cost savings associated with home-based treatment for all patients starting MDR-TB treatment in India.

**Findings** The average expected total treatment cost for a patient in India treated for MDR-TB was estimated at US\$ 2,310 for the facility-based model and US\$ 404 for the home-based model, a potential saving of 80%. One of the major drivers of this difference is the significantly more intensive, and therefore costlier, stay charges in hospitals. As per WHO, in the year 2012, an estimated 1.6% of 73,000 patients with MDR-TB were on treatment. The potential savings associated with implementation of home-based care can be estimated at US\$ 22 million per year.

**Discussion** In early 2012 the Chhattisgarh state government included packages under RSBY (*Rastriya Swasthya Bima Yojana*) and MSBY (*Mukhyamantri Swasthya Bima Yojana*) in various national health programmes, where hospitalisation is necessary. Leveraging this opportunity, the state TB Control Programme in Chhattisgarh facilitated Revised National Tuberculosis Programme (RNTCP) partnership with RSBY and MSBY through creation of innovative MDR-TB packages under the Universal Health Insurance Scheme (UHIS), integrating it in a list of other disease packages by December 2012.

Our study provides evidence of cost savings for MDR-TB patients requiring hospitalisation for ambulatory care patients in comparison with facility-based treatment with similar outcomes. These cost savings may improve equity, however covering of indirect costs such as travel as part of the current government initiative for covering MDR-TB costs under the state health insurance schemes could mitigate the costs impact on low-income families as well.

**Conclusion** In India, treatment of MDR TB using home-based care is expected to result in similar patient outcomes at markedly reduced public health costs compared with facility-based care. Opting for home-based MDR-TB care can also enhance equity.

*No competing interest*.

**Background** Typically, public health systems at lower levels (district and below) do not have the required authority and/or resources to substantially improve the local health systems. Understanding factors that explain differential health outcomes allows them to improve system\'s effectiveness within their limited authority and resources. This paper presents an analysis of the health care provided by 24×7 primary health centres (PHCs). It provides evidence of how different components of the local health system affect PHC performance leading to differential health outcomes. Recommendations are made to improve performance of 24×7 PHCs in the study area.

**Methods** This study was conducted in 37 24×7 PHCs in the 7C districts of North-Karnataka (Bagalkote, Bidar, Bijapur, Gulbarga, Koppal, Raicur and Yadgir). Performance of 24×7 PHCs was measured using the keystone indicator 'live deliveries per thousand population'. A modified version of WHO\'s health systems framework (to accommodate for local contextual factors with other systemic factors) was used to analyse factors influencing performance. PHCs were grouped into high performance (H-PHCs: 15), medium performance (M-PHCs: 9) and low performance (L-PHCs: 12). The WHO\'s six building blocks (service delivery, human resource, medicine availability, financing, information and governance) were contrasted among the three groups.

**Findings** Our study found systematic differences in the quantity and quality of human resource, services provided and the overall effectiveness between the three groups of PHCs. The average monthly deliveries in the three groups were: 48.5 (H-PHCs), 18.2 (M-PHCs) and 6.4 (L-PHCs). As reported by the mothers, 80% of deliveries were conducted by staff nurses. Infrastructure, availability of medicines (both generic as well as delivery-specific) and availability of funds did not differ substantially across the three groups. The location parameters of H-PHCs do not suggest specific reasons for high patient loads or higher birth rates. H-PHCs were prompt in providing benefits like *Janani Suraksha Yojana* and *Madilu* kits. They also provided higher numbers of out- and in-patient services, emergency services and other services like laboratory tests in comparison to other groups.

PHCs with women doctors had considerably higher average deliveries per thousand per year (15) compared to those without women doctors (8). 73% of H-PHCs had women doctors whereas the proportion was about 30% in L-PHCs. 80% of the H-PHCs had two or more doctors, whereas this proportion was about 30% in L-PHCs. 86% of H-PHCs had three or more staff nurses whereas the proportion was about 61.5% for L-PHCs. Staff nurses in H-PHCs were better trained. The duration of continuous service of staff nurses in H-PHCs was greater in comparison to that of M-PHCs and L-PHCs. Only five out of the 37 PHCs had staff nurses trained in basic emergency obstetric care.

**Discussion & conclusions** PHCs in backward districts of Karnataka face systemic and contextual challenges. These include: (1) high patient density; (2) absence of basic infrastructure like clean toilets and running water; (3) vacancies and job insecurity in key positions; (4) lack of training in basic emergency obstetric care; (5) rampant prescription of steroids by registered medical practitioners; (6) bias against the female child; (7) high fertility rates; (8) malnutrition; and (9) poverty. Even in the presence of these challenges, H-PHCs are able to provide greater levels of services in comparison to other groups. They have greater proportion of women doctors, presence of two or more doctors, doctors staying in the headquarter villages and greater number of staff nurses. These factors positively influence the performance of these PHCs substantially even though the status of fund availability is same as other PHCs. An important conclusion is that in these generally backward districts, the rationing and selective provisioning of human resources in reference to patient density is short sighted.

Staff nurses conduct a majority of deliveries. Investing on capacity building and provision of stable career paths for staff nurses could yield better returns in the short term. Exploring policies for attracting women medical officers for rural services is another issue that has proportionately greater impact on improving effectiveness of 24×7 PHCs. While larger systemic challenges exist in public health care in India, not all policy changes need to happen at the national and state levels. This study provides an example of a micro-level analysis of a health system that provides evidence to authorities at lower levels in the system, to respond to local contextual issues for improving service delivery within their jurisdiction. Together with larger policy reforms, these evidence based implementation level adaptations of existing policies could be crucial for rapid improvement of health status in India.

*Grant funding (Karnataka State Health Systems Resource Centre) for research, but no other competing interests*.

**Background** Equity is at the heart of any attempt to universalize health care. However, given the limited resources available for health in India, 'progressive universalism' appears to be more realistic than comprehensive universal health coverage (UHC) for the entire population. This calls for some form of targeting, either based on wealth status, geography, caste or any other factor. The choice of means for targeting will depend on two factors: (1) the extent of inequality across each of the population groups; and (2) the ease of detecting the worse offs using a given criteria. In this paper, we analyse data from a household survey from Haryana state, to understand which inequalities in utilisation of health care services are important. This will help orient policy for best targeting the public subsidies.

**Methods** Multi-stage systematic random sampling was used to select 51,656 households across 21 districts of Haryana state, India. Coverage of preventive (maternal and child health services) as well as curative (outpatient care and hospitalisation) services was assessed, along with evaluation of financial risk protection. Coverage of maternal and child health services was studied based on eight indicators: seven indicators concerning maternal and child health and one indicator concerning family planning. Inter-district inequalities were compared based on four indicators: full antenatal care, full immunisation, institutional delivery and contraceptive prevalence rate. Intra-district inequalities were analysed by evaluating the coverage of three indicators at sub-centre level: full antenatal care, full immunisation and institutional delivery.

Similarly, for each of the indicators for preventive and curative service coverage and financial risk protection we assessed wealth status, caste, education and occupation. Wealth-based inequalities were assessed using a concentration index. A summary index of UHC was computed which was also assessed across each district. Geometric mean was used to aggregate individual indicators and compute the summary index.

**Findings** Population coverage for preventive and curative services is presented. Adjusting for wealth-based inequality, the coverage for all the indicators was less than the unadjusted coverage by 0.1% to 6.7% in absolute terms and by 0.1% to 27% in relative terms. Coverage of services was lowest among the disadvantaged groups including those belonging to Muslim community, Scheduled Caste, Scheduled Tribes, and those without literacy and/or formal education. There was no significant effect of occupation. The summary index for UHC varied from 71% in Kurukshetra district to 12% in Mewat district. Significantly high inter- and intra-district inequalities were observed.

**Conclusion** Geographic inequalities are more important than wealth-based inequalities in Haryana state. There is need to re-orient targeting strategies, applying a geographic approach, while moving towards universal health care.

*Grant funding (National Rural Health Mission, Haryana) for research but no other competing interests*.

**Background** In the current age, when health is expected to be equitable and sustainable, Odisha seems lost in time with health care still remaining a distant dream for the tribal population in the state. Implementation of health policies in tribal areas remains a challenge as the community suffers from malnutrition, lack of clean drinking water, poor sanitation, poverty, and geographic inaccessibility. In last seven years, public-private partnerships (PPPs) were used as a medium to remove social taboo and improve access to health care among the tribal population. The objective of this study is to evaluate the effectiveness of various PPPs in tribal health and the lessons learnt.

**Methods** We analysed primary and secondary data to evaluate the PPP projects in tribal health in the state of Odisha. The PPP projects considered for evaluation included primary health centres (PHCs) run by non-government organisations (NGOs), *Maa Gruha* (maternity waiting homes) schemes, *Janani Express* and *Arogya Plus* (mobile health units) run by NGOs. We collected primary data from various stakeholders including NGOs, health officials and beneficiaries. Our secondary data included a baseline survey, monthly reports, annual reports and data from the health management and information system. Quantitative data on infrastructure, manpower availability, outpatient and in-patient services, institutional deliveries and outreach services were collected over the last three years. Qualitative data collection included interviews with patients availing services, field health workers (Accredited Social Health Activists and Auxiliary Nurse Midwives), NGO officials and district officials.

**Findings** We documented considerable improvements through PPP initiatives in health care in tribal areas of Odisha. The *Janani Express* and *Maa Gruha* schemes have been important factors for rise in the number of institutional deliveries in the state. Pregnant tribal women availed free of cost referral transport along with a free stay at the maternity centres. With respect to *Janani Express*, the vehicles took considerable time in reaching beneficiaries and back to health facilities especially where road connectivity is still an issue. The vehicles were not fully equipped to deal with emergencies during the travel. The incentives for drivers and other staff were supposedly not in practice. *Maa Gruha* centres were a boon to tribal women but a major obstacle was that many such centres were away from the health facilities. The average number of pregnant women who stayed in the *Maa Gruha* centre was about 25. They stayed for an average of 10 days in this facility before they moved to the health facility for delivery. Due to this scheme, the overall institutional delivery rates in the tribal area increased.

The *Arogya Plus* project greatly improved the accessibility of the tribal population to health services but the major issues were the irregular and infrequent visits by the units which disturbed the continuum of services, and the lack of proper diagnostic equipment, drugs and supplies. The scheme struggled to retain staff and maintain records. The PHCs managed by NGOs have also shown mixed results. Many have shown considerable improvements, but a few were not able to perform any better than in the time they were run by the state government. A significant improvement was found in terms of the average outpatient visits that was about 30 patients per day and in-patient admissions of about 10 per month due to availability of better manpower. It was noted that in one remotest PHC in Malkangiri, the average of outpatient visits per day was around 120, which was remarkable. Institutional deliveries were around 10 per month in the good performing PHCs. Earlier, when the PHCs were run by government, institutional deliveries were not happening. In a few PHCs, the main obstacles included lack of medical officer, lack of outreach activities from NGO and, in few places, misuse of funds. All in all, the NGOs through these PPP models, improved the accessibility to health services in difficult to reach populations in the tribal areas of Odisha and brought forth the inadequacy of the public health delivery system.

**Discussion** Our study indicates that the PPP model for tribal health in Odisha led to a considerable improvement in the healthcare utilisation by the tribal populations, though there is still a lot to be achieved. Overall maternal death rates have come down in the tribal districts where these PPP programmes have been introduced. State and district administration need to carefully select capable NGOs who would genuinely indulge in innovations and outreach activities. It is not just the private partners that need to be responsible and accountable for a successful PPP. The public partners also need to fulfil their duties in a time bound fashion. Government should cut short the bureaucratic delays in funding and address the issues of the private partner as and when required. Government shall undertake monitoring and evaluation of these initiatives using better performance indicators. Such symbiotic partnerships, which bank upon the assets and mask the deficiencies of the other partner, have the potential to revolutionise public healthcare delivery system in India.
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**Background** In disadvantaged regions, risks like anaemia and pregnancy-induced hypertension contribute majorly to obstetric emergencies. Yet, verbal autopsies conducted as part the Gender and Health Equity Project -- an action research initiative aimed at improving functioning of the public health system in northern Karnataka with a particular focus on maternal mortality -- indicate that doctors and staff nurses engaged in provision of antenatal and intrapartum care often fail to identify and/or manage these risks. The project also found that prevailing training programmes for skilled birth attendants are altogether weak.

In order to support better obstetric practice in disadvantaged regions, the project assessed the quality of diagnostic decision-making in obstetrics and used this evidence to make strategic decisions about the structure and content of a capacity building tool.

**Methods** Study respondents included all the doctors (n=72) and select staff nurses (n=48) from primary health centres and community health centres across Koppal district in Karnataka. Respondents were presented case vignettes depicting: (1) pregnancy-induced hypertension; (2) anaemia; (3) postpartum haemorrhage; (4) cortical venous thrombosis; and (5) normal labour. Respondents were encouraged to discuss in-depth each of the cases and elicit additional clinical information from the interviewer to diagnose these cases.

A medical doctor and a public health researcher analysed the processes and gaps in diagnostic decision-making from the interview transcripts. Their thematic analysis informed the development of a handbook for doctors and staff nurses.

**Findings** Regarding evidence on provider competence, we found that the concept of 'risk' in obstetrics was poorly understood. Doctors and staff nurses were often inaccurate or incomplete in their diagnoses. Moreover, their process of gathering clinical evidence was unsystematic. Doctors and staff nurses often failed to elicit all of the necessary information to support their diagnoses. By focusing on just one symptom, one sign or one test result, they often failed to account for overall clinical presentation of risk. They responded to the case vignettes with either a 'checklist approach' (one that does not establish logical connections between symptoms, signs and test results) or a 'textbook approach' (one that considers only typical symptoms). Moreover, they rarely considered the severity of risk.

Translating this evidence to support better practice, the handbook -- focusing on 15 obstetric and 12 co-morbid risk conditions -- engaged with two ideas: (1) women in disadvantaged regions can have co-existing risks; and (2) behavioural responses to symptoms of risk in unhealthy populations can complicate everyday obstetric practice.

Our approach to risk identification and assessment was tactile and practical, in tune with the doctors\' and staff nurses\' bent of mind. Beginning with a systematic clinical evaluation, we enumerated all of the risk indicators (symptoms, signs and test results) that would be elicited through it. We depicted risk conditions as clusters of symptoms, signs and test results with different grades of severity, and advocated the use of these clusters to identify and assess risks. Emphasising the possibility of co-morbid conditions (both obstetric and non-obstetric), we showed how overlapping symptoms are to be analysed. We then demonstrated steps to a differential diagnosis via which pregnant women: (1) report atypical symptoms; (2) come to antenatal clinics with symptom-free conditions; (3) do not recognise symptoms; or (4) suffer from multiple obstetric and/or co-morbid conditions.

**Discussion** Most studies on the competence of medical providers stop at assessing their knowledge without systematically exploring the reasons for the observed gaps. Consequently, these studies do not adequately lend themselves to identifying effective remedial measures. In our work, we deconstructed the processes that drive erroneous diagnostic decision-making and used this analysis to construct a capacity-building tool in form of a handbook.

Insights from our study indicate that training programmes must be strongly anchored in problem-based learning using cases drawn from real life. All too often, training programmes and manuals take an instructive approach and use stylised cases to illustrate key messages. Such predominant focus on disease-based symptomatology is out of sync with risk presentations in everyday practice. Our handbook responds to this problem by taking a symptomatology-based diagnostic approach that makes it possible to identify any number of co-morbidities.

The process of research translation building up from a systematic analysis of obstetric competence critically determined the form and content of our handbook. It led us to an improvised approach with a few key elements: (1) a checklist approach to systematically enumerate all indications of risk; (2) a cluster approach to explain presenting indications of obstetric and co-morbid conditions; and (3) a step-wise algorithmic analysis leading up to robust diagnoses of risk. This approach responds to the complexity of risk identification and assessment in the everyday practice of primary care providers.

Further research is needed to assess the extent to which such a handbook improves the knowledge of doctor and staff nurses. Such research could also help us understand the challenges of converting our grounded capacity-building tool into action.

*Grant funding (International Development Research Centre, Ottawa, Canada) for research but no other competing interest*.

**Background** The population of elderly in India is projected to rise from 8.3% in 2013 to 18.3% in 2050. Policies with bearing on health of elderly such as the National Policy on Older Persons and the National Programme for Health Care of Elderly, which are in early stages of implementation, have been designed without a comprehensive analysis of health burden and health inequities related to health of the elderly. Examining the landscape of research on health and wellbeing of the elderly can help in focusing attention to priority areas and identify research gaps in existing knowledge. In this study, we aimed to examine thematic and methodological strengths and gaps in the current health literature about elderly in India.

**Methods** We examined peer-reviewed research published since the year 2000 and focusing on the burden of disease and the determinants of health and wellbeing among the elderly in India. We supplemented search of electronic bibliographic databases with hand search of key policy journals in India from 1990 onwards. We screened 18,094 titles and abstracts to identify 229 relevant studies for full review. Of these studies, 94% were quality appraised for internal and external validity using an adaptation of the WHO Barker scale. We analysed research studies by themes and outcomes, study methods and analysis of policy issues in the Indian context.

**Findings** We found that a majority of studies about the burden of health conditions were focused on non-communicable diseases (12%), mental (12%) and cognitive health (12%), dental health (8%) and health services research (6%). About 85% of the studies were quantitative in nature and 6% of the studies provided cross-national comparisons. Among emerging areas of research, disability and cognitive health representing physical and mental domains of disability are increasingly becoming the focus among the elderly, even as measurement remained weak. Outcomes of interest in research related to health of elderly have shifted from mortality and general morbidity to ageing-focused health outcomes. Thematic analysis of key policy issues revealed two main streams of research: (1) caregiving, represented by studies on living arrangements; and (2) financial support, represented by studies on pensions and social assistance programmes.

**Discussion** Studies show that concerns related to health of the elderly are largely viewed within the ambit of families while the support from outside of families through institutional care is seen as the last resort. Equity issues related to gender and poverty are seen from a vulnerability perspective and they remain largely outside the structure of health services and programmes. India\'s main programme for health of the elderly does not feature in design, analysis or implementation of the existing research publications.

The National Programme for Health Care of the Elderly is currently being rolled out in several districts of India. Our findings show three implications for this programme. First, key health issues such as disability and cognitive health are not included within the framework of the existing programmes. The recently rolled out National Mental Health Policy (2014) makes no reference to cognitive or mental health needs of the elderly. Furthermore, determinants of health such as social assistance, family factors and institutional support need more research and policy attention. These determinants do not feature within programme frameworks. More interdisciplinary knowledge and action is needed in these domains. Finally, policies for elderly are rolled out with a one-size-fits-all perspective and do not consider equity issues, especially gender and poverty as they relate to the elderly in India.

*Grant funding (first author supported by Wellcome Trust-PHFI Career Development Research Fellowship) for research but no other competing interests*.

**Background** Nagaland enacted the 2002 Communitisation of Public Institutions and Services Act by providing communities with resources as well as responsibilities to manage service delivery in a number of sectors, including health. There remain shortcomings in improving health service delivery through community-based committees constituted under this legislation. The Oxford Policy Management in collaboration with a local partner, Entrepreneurs Associates, undertook an assessment of the functioning of these community-level committees. Insights from these findings informed the design of the Community Action for Health & Nutrition programme (CAHN), as part of the World Bank\'s technical assistance to the Government of Nagaland.

**Methods** We undertook fieldwork for a situation analysis across four districts of Nagaland (Phek, Kiphire, Tuensang and Dimapur) covering a total of 19 committees at village and public health facility level. We used the frameworks of Falisse *et al.* [@R6] and Rifkin *et al.* [@R7] to guide data collection and analysis. We conducted focus group discussions and in-depth interviews with a range of stakeholders including community members who were part of the health committees, those who were not part of those committees, health staff and other government functionaries.

**Findings & discussion** Our situation analysis revealed that the committees were operational and the committee members were largely keen to help. However, members were insufficiently trained and not aware of their rights and responsibilities. The committees did not have adequate resources to drive significant improvements in worker and facility performance. Lack of importance given to health promotion and preventative care undermined allocative efficiency by diverting most resources towards basic curative care. We found limited cross-sectoral coordination at village level with regard to health determinants like nutrition, water, sanitation and hygiene. There was a lack of structured and regular outreach activities in remote areas. Health staff instead of community members still largely dominated decision processes within the committees.

Given the lack of understanding of their roles and responsibilities, the largely monitoring-focused role that the committees were undertaking, is limited to the lower rungs of the 'participation ladder' described by Arnstein[@R8]. Besides, the inconsistent and inadequate provision of the funds to the committees seems to contribute to a feeling of inability to undertake any significant action.

The Community Action for Health & Nutrition programme (CAHN), designed using these findings, interactions with government officers. It comprises a review of literature, aims to overcome the mentioned challenges through training of committee members, increasing the level of resources available to committees and using a result-based financing mechanism whereby funds are released on the achievement of certain pre-defined health-related indicators. These indicators are devised such as to incentivize outreach activities, improve the oversight and coordination role of higher-level facilities towards lower-level facilities (with the incentives of the former depending on the performance of the latter), and incentivize spending on health promotion and preventative care.

The CAHN programme was piloted in 17 sites, corresponding to 11 Village Health Committees, three Health Sub Centre Committees, one Primary Health Centre Committee and two Community Health Centre Committees) since late 2015. Lessons from the pilot are the following: (1) continuous follow-up and support is crucial for implementation of the programme approach; (2) collecting baseline data on key results indicators as part of the initial landscaping and mobilisation of committee members is extremely challenging and time consuming due to data availability issues and difficulty in determining the denominator; (3) development of an action plan is an iterative process and committee members need guidance towards thinking through actions that will contribute towards not just the physical improvement of the facility but also towards improvement of key health indicators. Having a pre-identified menu of desired activities is important in this regard; (4) interest and leadership of the committee chair is key to success of the approach; (5) simplifying financial reporting is essential considering that most transactions at the local level happen in cash rather than through cheques; and (6) delay in fund release for committees diminishes the motivation of committee members. These lessons will be taken into account while further rolling out the CAHN programme in late 2016. The programme is expected to run for six years till 2021.

*Grant funding (the World Bank) for research and authors were part of the funding and implementing agencies. No other competing interests*.

**Background** Today, there is increasing emphasis on evidence-based public health policy, stepping away from a scenario where eminence and tokenistic appeasement play a major role in policymaking. In India since independence, there have been efforts towards evidence-informed policymaking through the Planning Commission as well as through health task forces at national and state levels. Evaluation of some public health programmes has also taken place both internally and externally. However, it would be important to closely and carefully examine how the use of evidence in policymaking plays out in the current institutional context.

**Methods** The policy triangle framework as proposed by Walt and Gilson[@R9] was used to understand various aspects of the health policy experience from India. The framework puts policy content, process and context at the three corners of the triangle and policy actors in the centre. Social justice and public health ethics perspectives were employed to further unpack the various aspects of the policy triangle. The emerging issues from this qualitative analytical exercise were grouped together into overarching themes defining key cross-cutting challenges in use of evidence in policymaking processes in resource constrained settings.

**Findings** While use of evidence in policymaking processes can take place in a most desirable way when appropriate evidence is generated and when policymakers and institutions are primed for critiquing and adopting such evidence, our examination of prevailing research and policy institutions demonstrated that they are not in optimal position to fulfil such roles in the present context of power dynamics, disciplinary boundaries and inadequate capacity.

As for power dynamics, power plays out at different levels and between groups: between the decision maker and the people, between the researcher and the researched. In that context, along with the emphasis on evidence-based decision-making, it is important to reflect on who generates the evidence. More specifically, how sensitive is the researcher to power dynamics and to socio-political structures. The lived experience of persons from marginalised groups was seen to be often neglected. This relates to the question of 'what is meant by evidence?'. There was no clarity on the extent of ethical and social justice considerations made while choosing to use specific evidence and the resultant policy implications. In addition, some types of evidence were considered more 'powerful' within decision-making circles irrespective of whether the research study design was appropriate for answering the questions. For example, randomised controlled trials and economic evaluations had greater weightage over qualitative evidence and other social science methods. Instances of 'evidence gathering' commissioned by groups with vested interests abound including cherry picking of evidence to favour group\'s interests. Such practices were observed in case of public health interventions related to nutrition enhancement and control of infectious diseases.

As for disciplinary boundaries, public health -- by nature -- is an interdisciplinary field and interdepartmental sector. Population health would only improve by including health concerns as part of policies across sectors. However, related departments often hesitate to step into one another\'s 'territory'. Furthermore, individuals can\'t claim to have comprehensive knowledge in public health. Evidence is usually built upon a frame, which provides only part of the whole picture. Policies constructed through partial evidence base could lead to tokenistic policies, which either marginally improve the situation or in some cases may worsen it. They usually also do not address the status quo. The boundary issues may also have contributed to the present domination of the biomedical perspective in evidence generation, as biomedicine remains a major player in the sector.

As for inadequate capacity, the quality of evidence available is most often poor. Poor capacity for decision-making in the context of poor quality evidence emerged as a key concern. Any uncertainties and complexities may need to be dealt with caution. The capacity of translating the evidence into policy is also inadequate, for instance, interpreting the evidence with regard to the context, the ethical dimensions, and the resultant implications of the policy change. Finally, with ever-increasing information, the capacity to digest all relevant information and allow timely revision to policy is also a constraint.

**Conclusions** The call for evidence-based policy is a statement of intent and not necessarily a statement of action. There is need for reform within implementing institutions to be able to harness evidence appropriately based on technical capacity, ethics and integrity. Similarly, there is need for capacity building on the research front with regard to policy engagement, political analysis and ethical critique. There is need for a platform for the engagement of policymakers, scientists and health workers to deliberate on evidence. While healthcare companies have their lobby groups, countervailing power within academia and civil society need to be strengthened and/or alternative mechanisms for balanced dialogue need to emerge. The public health goal of improving health status and wellbeing can only be achieved through intersectoral coordination and action. Health-in-All policy is a technically feasible approach towards this. Systems approach would be useful towards understanding larger determinants of health services and health outcomes. Useful evidence can only be generated if programmes are well grounded and function over a period of several years. This, in turn, is possible if health policies are visions for the long term and programmes are not interrupted by changes in political regimes.
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**Background** In this paper, we describe preliminary findings from an on-going capacity-building project that engages local media as key facilitator to achieve convergence across various health system policy initiatives in a disadvantaged region, the Indian Sundarbans, West Bengal. The purpose is to understand whether and how local media could be used to push for intersectoral action based on the health demands of the community. Subsequently, the project aims at building capacity of the local media for effective advocacy and context-specific facilitation.

**Methods** In the first stage, we performed a detailed scan of news stories from five purposively chosen local print media spanning one-year duration. We simultaneously conducted in-depth interviews with community representatives and local media journalists/owners to explore the role of local media in Sundarbans\' health system. In the on-going second stage, we conduct participatory training workshops with local media associations to orient them on how to better represent the community\'s health demands. We provide mentorship to journalists as and when required.

**Findings** News scan and interviews with community representatives and local media journalists/owners on the one hand identified many a range of knowledge gaps among journalists and media owners regarding community\'s specific health demands. Community representatives on the other hand see local media as a potential resource to influence community-level policy dynamics and to achieve intersectoral convergence.

The identified knowledge gaps, as reflected in media reportage on health, persists in several areas: (1) representation of community\'s health demands; (2) details about basic health system elements; (3) links health services with contextual determinants; and (4) use of research findings while making a case. Media reportage on health was predominantly on issues related to curative care (68%) and much less about preventive care and health promotion. Except for a few news stories constituting mere 3.4% of health coverage that were about access and mid-day meal schemes (under Integrated Child Development Scheme), the media did not highlight systemic factors and policy determinants to meet the community\'s context-specific health demands.

On-going news scan, following a first round of capacity building of local media associations, reveals that health reportage is gradually increasing. A total 2.3% increase in health reportage has been observed in last six-months. Research findings are being used either as standalone stories or to build a case. There has been demand from journalists\' associations from other blocks (geographic units) for similar capacity-building initiatives. Media associations have linked up with the health department and other related departments engaged in improving health services. They also have linked up with community-based organisations for outdoor dissemination of health messages among the community through an edutainment format.

**Discussion** There is need for planned and sustained capacity building of local media for them to play a larger role in facilitating intersectoral action on health. The community\'s faith in local media provides an opportunity to act as a conduit for policy actors on intersectoral action. A structured and sustained knowledge sharing with the media on health systems would create an enabling health policy environment for uptake of evidence-informed research, and eventually for better health.

Our study has potential to add to the existing knowledge in areas of health system strengthening as well as media and communication research. We hope it encourages researchers to consider the integrating role of media and communication in health system studies as related to intersectoral action for health, as well as uptake of community knowledge and research evidence into policy-making processes.

*Grant funding (to Future Health Systems Research Consortium by DfID -- Department for International Development, London, UK) for research but no other competing interests*.

**Background** Lack of credible evidence on health challenges of vulnerable populations is a fundamental barrier to reach equitable health outcomes. There is need for mobilising various stakeholders using evidence through effective research/policy linkages. This process is seldom linear and needs to account for stakeholder needs, wider socio-political context, policy development process, changing priorities of stakeholders and differences in their knowledge and ability to use evidence. In this paper, we analyse the development of a knowledge intervention project conducted in one disadvantaged region, the Sundarbans, West Bengal, within a project that aims to engage and mobilise stakeholders for promoting collaborative action for child health.

**Methods** We used a longitudinal multi-method longitudinal approach. Data were collected from project-related one-to-one and group meetings with stakeholders, plans, dissemination and engagement events, monitoring reports, capacity-building activities, stakeholder analysis, theory-of-change diagrams and publications. Our study started in 2012--2013 and is still on-going.

**Findings** At the start of the project we conducted a stakeholder analysis to understand roles, perceptions on use of evidence for decision-making and power to influence change of the actors involved. We found that the academic community, nonprofit non-governmental organisations (NGOs), media, donor agencies and informal healthcare providers were interested in health issues of the region. They wielded moderate to low influence on health matters. Government emerges as both a major in health service provision and a major driver to change. All stakeholders felt a need for generating evidence and for improving collaboration with researchers for knowledge sharing. Need was also felt to mobilise NGOs through capacity development and engagement. Though media scan revealed that journalists were interested in the health sector, their sparse knowledge on health systems prevented them from observing and comprehensively reporting the health demands of the community.

Inputs from our stakeholder analysis allowed the development of a knowledge intervention project and a theory of change. The project was designed with three elements: (1) knowledge generation; (2) engagement with and mobilisation of stakeholders using knowledge; and (3) capacity building. The project used multiple dissemination modes including one-to-one meetings, group discussions and evidence dissemination events to engage and mobilise stakeholders.

Over time, the project underwent important changes that informed the policy engagement strategy. There was a shift in focus from deliverables to sustained engagement with health system actors. Two years after its introduction, the project again revised its theory of change to focus more on improving research/policy linkages for influencing change. Despite a robust dissemination strategy, the need for policy-driven research became prominent. Discussions with various state and local stakeholders revealed the need for evidence on contextual issues, specifically on how climate and migration impact health in the region. These discussions also prompted a bottom-up approach to disseminating evidence and engaging stakeholders. This resulted in capacity-building workshops for NGOs, to develop project proposals on child health, to engage with local media, and to use innovative action-research techniques like photo voice. The latter enabled bringing together local government (*Panchayat*) and health functionaries face-to-face with the community, deliberating the community\'s health demands.

**Discussion** The importance of dynamic, policy-driven and credible research in affecting collaborative actios has been widely documented in literature. Our experience in the present study adds to the understanding of how heterogeneous stakeholder groups can be approached. Generating evidence for priority policy issues and engaging with the community helped in bridging the gaps between research and policy. In this context involving grassroots NGOs and media was a critical step. Our experience shows that knowledge translation strategies need to move from static dissemination outputs to multi-method, responsive and dynamic modes of engagement with multiple stakeholders, including non-health actors. For this shift to positively impact collaborative action, capacity building is a prerequisite.

*Grant funding (to Future Health Systems Research Consortium by DfID -- Department for International Development, London, UK) for research but no other competing interests*.

**Background** Year after year, sixty million Indians slip below the poverty line because of health expenses. Main reason for this is attributed to the fragile Indian health system, which is not equitable both theoretically and functionally. Several efforts in form of policy and project interventions have been instrumental in addressing this crisis. In this paper, we analyse the interaction between the World Bank led Health System Development Project (HSDP) and several Indian states. Our aim is to understand the processes of reform with a particular focus on changing state governance mechanisms.

**Methods** We conducted our health policy and systems research in four Indian states that have implemented HSDP: Tamil Nadu, Karnataka, West Bengal and Uttar Pradesh. We purposively selected these states for the sample to include good (Tamil Nadu), moderate (Karnataka and West Bengal) and poor (Uttar Pradesh) performing states over the entire intervention period (1989 till date). Narrative systematic review of literature involving project documents, policy/working papers, budget reports, reviewed journals/books and publicly available information sources were consulted. National Sample Survey Organisation rounds 52, 60 and 71 were considered to reflect on private health expenditure. Primary data, collected through semi-structured interviews, elicited the views of key informants.

**Findings** The HSDP has been implemented in three phases: HSDP-I (1989 till 1996--1997), HSDP-II (1997--1998 till 2004) and HSD&RP/HSAF/HSS (2004 till date). The first phase was characterised by selective interventions with a vertical approach, while the entire project was designed on the basis of population control activity. In the second phase, HSDP entered into the public system management for policy reform. This shift was reflected by the budget reallocation (fiscal space management) and by the strategy of engaging private sector in the initiatives. The third phase is remarkable for introducing insurance and public-private partnership models.

The HSDP-I and HSDP-II projects were more about infrastructural upgradation, whereas the recent project strategies are more focused on elaborating policy guidelines within the service sector, such as the Public Private Partnership cell, the Empowered Procurement Wing, and the Governance and Accountability Plan. Remarkably, the Bank has not been in favour of introducing all mechanisms to all states. For instance, Uttar Pradesh was not recommended for the insurance component until the 2008 implementation period. West Bengal and Karnataka have been studied thoroughly to see policy outcomes in relation to the policy inputs offered over the project tenure. Preliminary analysis shows that indicator-wise performance is similar in Karnataka and West Bengal, rating 'average' in terms of key health yardsticks, but both doing comparatively better than the national standard. Strikingly, West Bengal, despite being non-recipient of the Bank fund through HSDP (after 2004), is doing reasonably well compared to Karnataka. It is also evident that people access more public facilities in West Bengal than in Karnataka to avail hospitalisation.

**Discussion** Achievements of various HSDPs reported so far are not exactly exemplary replicable references, but definitely remarkable in restructuring the health sector in the country. The most important characteristic change that HSDP has brought is the remodelling of the health sector. Examples abound, including sector-wide approach, decentralisation, privatisation of certain services, insurance, private investment, and engaging contractual labour. As these reform measures imply changes in the organisational structure, they have lasting consequences. State governments are adaptive to these changes and even level up their skills to advance the reform process. West Bengal provides a prime example, by advancing the reform on its own after the completion of HSDP-II in 2004. Nevertheless, the induced reforms were not always conversant with the contextual requirements. Hence, in several states the impact of strategic changes brought less than expected or at time even adverse outcomes (Punjab being an example). Project designs have introduced or modified the mechanisms to build and/or strengthen the existing service system using controllable variables (only under the broad themes of financing and provisioning). But they failed to tackle the linkages between larger environment and the health system, which are indeed socially contextualized, politically factored and economically determined.

HSDP provides an opportunity to study and identify the existing challenges for strengthening the Indian health systems. The triggering question is whether these HSDP projects are truly system strengthening initiatives by nature. Initial findings have failed to infer a comprehensive definition of the project system and its delimitation (or boundaries). Critical analysis of system conceptualisation for HSDP remains wanting in project/policy documents.
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**Background** Lack of adequate number of service providers in rural and hard to reach areas is a concern for policymakers and implementers in India. Development of robust promotion and tenure (P&T) policies is meant to provide an equitable and enabling working environment, and to reduce these deficits.

**Methods** We conducted our study on P&T policies in five Indian states, using a qualitative policy-mapping approach to allow for better understanding at macro level. We did a document review (policies and government orders, guidelines and other relevant literature) and conducted in-depth interviews with stakeholders comprising of 31 government officials, 21 service providers, and six representatives of staff associations. Matrices were drawn up to illustrate the content of documents and role of different actors in the implementation process. Data were manually organised by emerging themes and analysed.

**Findings** Common P&T measures that were seen across the five states were: (1) development of compulsory rural tenure, ranging from two to six years depending on the cadre and state context; (2) ceiling on the proportion of transfers (between 3% and 30% of the total cadre of workers); and (3) special privileges for social upliftment.

In India, states have developed P&T policies that are either in accordance with the needs of health department only or generic ones, catering to all government departments. Development of department-specific P&T policies aims to understand the service providers\' needs and accordingly implement policies. Decisions related to postings and transfers of staff are taken at the state level. The need for authorities performing rational P&T is seen as essential. Currently the process is governed by authorities ranging from principal secretary (Health), who is responsible for transfer of medical officers, to Additional Directors (Health and paramedical services), responsible for transfers of other cadres.

Obviously, P&T procedures have to be transparent. Two of the five states have addressed this aspect through a web-enabled counselling process. Anticipated vacancies have also helped to bring transparency in P&T procedures. Providing special provisions for widows, women, and specially challenged -- and listing them by priority -- has helped in the retention of service providers in all five states. Initiatives like empowering committees to provide recommendations on transfer norms for medical and paramedical staff is undertaken in one state. The breach of minimum compulsory tenures for serving in rural areas is a common practice for doctors across all states. All the five states have introduced minimum tenure policy for general areas and rural areas, but the non-compliance has resulted in unfair postings and transfers.

**Discussion** P&T policies are meant to support health professionals. However, only a few of them truly reflect the professionals\' needs and perspectives. Observations from the study indicate the need to augment policy changes including political commitment and increase transparency in P&T processes. These interventions will go a long way in building commitment for the policy implementers and enable service providers to work in such areas where they are needed most. Well-defined transfers and postings policies may be helpful to ensure rational rotation of staff across different areas. While implementing such policies, special relaxations for women should be made and the P&T procedures with the guiding rules may prove beneficial in this regard. To undo the urban-rural divide of the service providers, states should introduce and implement minimum tenure policy for normal areas and rural areas. Few states have already demonstrated this utility. The development of a Human Resource database, which is updated periodically, is essential for a transparent transfer process. Geographically defining areas based on the difficulty of the terrain and service weightage based on service in difficult areas will provide rational distribution of staff in rural areas.
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**Background** India is one of the largest producers of generic medicines in the world. Yet, low cost generic medicines remain inaccessible and unaffordable to many Indians. The 2011 World Medicine Situation Report states that 65% of all Indians lack access to essential medicines. In an era of increasingly globalised trade, not only the national health policies but also global pharmaceutical policies play a key role in the availability and affordability of medicines. This study aimed to find out the impact of global policy reforms on equity in access to medicines in India.

**Methods** A scoping review was done sourcing literature from Pubmed (MEDLINE), Embase and CINAHL databases. The keywords used included 'equity', 'access', 'medicines', 'policies', 'pharmaceutical policy', 'global health', 'India' and 'intellectual property'. Abstracts were reviewed and studies having any three out of the first four keywords in the title and/or in the main body were included for further review. Total 41 studies were included for review. Policy and declarations documents of various international organisations like World Health Organization (WHO), United Nations (UN) and World Trade Organization (WTO) were reviewed to find out commitments and agreements held by various international agencies post TRIPS (Trade Related Aspects of Intellectual Property Rights) era (post 1994), and progress made so far corresponding to these commitments.

**Findings** In 1994, when agreement on TRIPS was adopted, many low- and middle-income countries resisted the inclusion of an intellectual property regime in the WTO system because they feared that it might obstruct development goals and access to important goods such as essential medicines. Ultimately however, they were constrained to accept the 'TRIPS package' as an indivisible component of the WTO system. At the fourth WTO ministerial conference held 2001 in Doha, WTO adopted a declaration on TRIPS and public health (the 'Doha declaration'), which affirmed the sovereign right of governments to take measures to protect public health and urged member nations to use flexibilities under TRIPS, especially compulsory licensing under article 31. However, it failed to take into account the difficulties faced by the countries that lack manufacturing capacity.

After a long battle of wealth versus health, WTO in August 2003 provided a waiver to TRIPS agreement and allowed countries to issue compulsory license to import medicines. Although these countries may issue compulsory licenses to import generic versions of patent-protected medicines, TRIPS rules constrained the ability of countries that have the capacity to manufacture generics, such as India to export such products. Later, in December 2005, WTO allowed non-producing countries to issue a compulsory license to import medicines in accordance with a special compulsory license for export issued in the exporting country. However, making use of this flexibility remained complex, as both importing and exporting countries are required to pass the legislation to make it possible. As a result, the accession is pending and only 45 out of 155 WTO countries have made changes in legislations. Out of these, only Rwanda and Canada have used it.

Recent disputes about intellectual property and access to cancer medicines (imatinib and sorafenib) in India demonstrates the conflict between commercial interest and public health concerns. India is facing pressure from its global trade partners for its attempt to use safeguards against patents. In 2005, India included strict patentability criteria in its patent law to address the ever greening of patents. This provision was challenged by a pharmaceutical company in the Madras High court alleging that it was a violation of TRIPS and of the constitutional equality provision.

**Discussion** The evolving regime of intellectual property rights has many implications for access to medicines in low- and middle-income countries where 50--90% of the population have to pay for medicines themselves, rendering treatment unaffordable for many. Geographically, lack of access to essential medicines is severe and concentrated in Africa and India. One overarching and crucial challenge to promotion of access to essential medicines is how to address conflicts of interest, i.e when commercial concerns take precedence over public health interests. Global policy reforms are required that promote knowledge transformation and sharing, favour export as well as regional production and encourage technology transfer among the countries to save millions of lives.

**Background** Odisha has a high proportion of Scheduled Tribe (ST) and Scheduled Caste populations with low access to health services and poor health outcomes. Strategic equity-oriented initiatives by the state government have begun to reduce the equity gaps in health, nutrition and water, sanitation and hygiene (WASH) outcomes. The departments of Health and Child Development elaborated a Health Equity Strategy (2009) and a Nutrition Operation Plan (2010) to pursue equitable health and nutrition outcomes. This study supports the government to take stock of progress made, identify the remaining gaps and priority areas for future action. The study highlights how government mediates and impacts the social determinants of health, nutrition and WASH through its strategies, programmes and policies.

**Methods** We used four methods of inquiry: (1) literature and document reviews; (2) analysis of quantitative data from two concurrent monitoring surveys (CCM) capturing outcomes, access to and use of service delivery and health, nutrition, and WASH behaviours; (3) collection and analysis of primary qualitative data in Balasore and Malkangiri districts; and (4) analysis interviews and round-table discussions with stakeholders in three departments (health, nutrition and WASH).

**Findings** Health, nutrition and WASH outcomes show areas of reduced inequity between CCM-I and CCM-II. Institutional delivery rates increased from 40% to 70% among ST and from 45% to 83% among SC in 2014. Postnatal care was similar across caste/ethnic and income groups in the range of 62% to 66%. Reported full immunisation coverage was over 70% across all caste and tribal groups. The fastest increase in coverage was observed for scheduled tribes from 59% in CCM-I to 71% in CCM-II. Use of impregnated mosquito nets was highest among Scheduled Tribes, and higher in nutrition High Burden Districts (HBD) than in non-HBD.

CCM-II found that less than 72% of children had received Take Home Ration in the previous month, as was the case for 60% of pregnant women. The low receipt of Take Home Ration for children cuts across all income, caste and tribal groups. CCM-II also found that safe drinking water access is highest among Other Backward Castes (OBC) and among the poorest families.

A sharp social gradient in access to sanitation was observed ranging from 1.7% among the poorest to 64.3% in the richest households, reflecting the need for continued focus on the poor. Access to toilets in schools also varied widely with 85% of schools in HBD having separate toilets for boys and girls as opposed to 73% of schools in non-HBD.

**Discussion** The government of Odisha has created an enabling environment by developing gender- and equity-friendly strategies, programmes and policies, including increased financial outlay and prioritisation. Human resource policies in the health sector including placement of doctors in rural areas and enhanced benefit packages for remote and rural postings have helped fill staffing gaps to some extent. The manifold increase in the drug budget to address high out-of-pocket spending on drugs, and the targeting of financial resources to vulnerable areas and facilities are some of the approaches that are being used to address the equity gaps. Systems strengthening and targeted approaches have translated into significant improvements in access to and utilisation of services in all the three sectors for vulnerable groups.

Aggregate improvements are seen in areas such as (1) antenatal care coverage; (2) institutional delivery; (3) immunisation; (4) exclusive breast-feeding; and (5) availability of safe drinking water. However, focus has been on maternal health care, leaving non-reproductive health problems in the population unattended or with inadequate budget allocation. Also home visits by field workers, early initiation of breast-feeding, timely complementary feeding and access to latrines need more attention. Care for children under three years of age from poorer families, where both parents go out to work needs to be worked out.

Equity gaps have reduced in indicators like antenatal care, institutional delivery, immunisation and early initiation of breast-feeding. However, gaps remain in outcomes like malnutrition levels and child mortality rates. Out-of-pocket spending on health care still remains significant, mainly related to demands for informal payments. Hygiene education and programmes for adolescents have not received sufficient priority so far.

In Odisha, health, nutrition and WASH departments recognise intersectoral convergence as an area that needs strengthening, especially to improve outcomes in remote areas and reduce the disparity among various social groups and economic classes.

*No competing interest*.

**Background** Access to medicines has been listed as one of the six health systems building blocks, and rational drug use as a key ingredient of desirable health policies. In India, access to essential medicines is below 35% with several barriers that aggravate this situation. A dedicated autonomous institution to strengthen procurement and supply as well as rational use of medicines has been suggested as a solution. The Indian state of Chhattisgarh had INR 40.46 per capita out-of-pocket spending (OOP) on medicines and 70.1% of overall household OOP was on medicines in 2011--12. In 2011 the Chhattisgarh Medical Services Corporation was set up to ensure availability of essential medicines. Free generic medicines based on the State Essential Drug List have been guaranteed by the state to all patients in public health facilities. This study was done to evaluate the implementation of this scheme.

**Methods** An analysis of prescriptions and an exit survey of patients who attended public hospitals for outpatient or in-patient services were the primary methods used for this study. Primary data were obtained from 100 public healthcare facilities in 15 randomly selected districts covering 1,290 patients/prescriptions. Quantitative date analysis was done using Excel software. To examine the equity dimensions in the study, we did linear regression for the proportion of medicines purchased outside in different areas (block and district) against social variables such as literacy, sex ratio, percentage of tribal and scheduled caste and geographic variables such as distance from Raipur (state capital) and medicine store houses, urbanisation, forest cover.

**Findings** On average and for the state as a whole, prescription of generic medicines by physicians in public health facilities was 68.9%. However, of the prescribed generic medicines, state average of generic medicines made available to patients by public health facilities was limited to 58.3%. Overall public health facilities were able to provide 64.5% of total prescribed medicines (state average including both generic and branded medicines) to their patients. The rest of the prescribed medicines were likely to be purchased by patients from any outside private provider. Prescriptions with this fraction of medicines were the main source of OOP, being a likely cause of impoverishment.

Availability of generic medicines to patients varied from district to district, with some doing well and others doing poorly. Interestingly the southern division Bastar performed slightly better than other parts of the state. Patients visiting public health facilities were getting their medicine following prescription within 10 minutes. People in areas having high literacy rate were more often purchasing medicines from outside public facilities.

**Discussion & recommendations** While comparing with a prescription audit undertaken earlier, this study shows considerable progress in prescription of generic medicines. Yet, the state has still gaps to address in terms of prescription and availability of generic medicines. Addressing these gaps will help patients, from being forced to purchase medicines from market and also from buying branded (relatively costlier) medicines. Notable here is that high OOP on medicine is amongst the major reason that makes people impoverished.

We would recommend capacity building of doctors, effective institutional arrangements for enforcing the essential drug list and generic prescription practices. Though we did not scrutinise supply chain and other logistics issues in this study, it can be readily assumed that institutional arrangements for strengthening timely and adequate supply within the Chhattisgarh Medical Services Corporation would also have a positive impact.

*Grant funding (National Health Mission, Chhattisgarh) for research but no other competing interest*.

**Background** Mother and Child Tracking System (MCTS) is a guiding tool to assess maternal and child health services. MCTS is a centralised web-based application that helps tracks beneficiaries (pregnant women and children up to five years of age) and monitors maternal and child health service delivery. The Karnataka State Health System Resource Centre (KSHSRC) has developed a user-friendly tool to update MCTS. By using this tool -- a single spreadsheet per sub-centre -- a line list of all the antenatal cases and immunisation services is generated. The *Thaayi Card* (mother card issued to antenatal cases) number is used as the identification number for each beneficiary. The use of this single sheet simplifies the work of field health workers significantly while updating MCTS. Along with the 'due lists', cohort reports for antenatal services and child immunisation services are also generated by this tool, which are used for review of reproductive and child health programme at sub-health-centre level up to the district level. This initiative has been taken up in 396 sub health centres within jurisdiction of 98 primary health centres of two districts in Karnataka.

**Methods** The resource team of the KSHSRC conducted orientation workshops to sensitise the concerned officials about the tool and its usage at the identified districts and sub-districts. Hands-on trainings were also provided to relevant staff at primary health centres including the medical officers. Several follow-up visits were made to ensure proper implementation and to review progress along with concerned staff.

**Findings** Remarkable improvements have been documented in updating MCTS and review mechanisms. We present the comparison of the status of MCTS before and after the use of this tool. As shown in figures [1](#BMJGH2016EPHPABSTRACTSF1){ref-type="fig"} and [2](#BMJGH2016EPHPABSTRACTSF2){ref-type="fig"}, antenatal case registration updates in MCTS improved remarkably. In Maddur *taluk* (sub-district), in 2014--2015, antenatal case registration improved from 35% to 98% in the span of about three months. Similarly, in Chitradurga district, in 2015--2016, antenatal case registration improved from 49% to 66% within a span of about one and a half months.

![Antenatal care services, Maddur taluk, Karnataka, 2014--2015.](bmjgh2016ephpabstractsf01){#BMJGH2016EPHPABSTRACTSF1}

![Antenatal care services, Chitradurga district, Karnataka, 2015--2016.](bmjgh2016ephpabstractsf02){#BMJGH2016EPHPABSTRACTSF2}

In order to strengthen the review mechanisms, cohort reports were generated for antenatal care services (see figure [3](#BMJGH2016EPHPABSTRACTSF3){ref-type="fig"}) and child immunisation services (see figure [4](#BMJGH2016EPHPABSTRACTSF4){ref-type="fig"}).

![Cohort report for antenatal care services, Chitradurga district, 2015--2016.](bmjgh2016ephpabstractsf03){#BMJGH2016EPHPABSTRACTSF3}

![Cohort report for child immunisation services, Chitradurga district, 2015--2016.](bmjgh2016ephpabstractsf04){#BMJGH2016EPHPABSTRACTSF4}

These cohort reports ease and simplify the review mechanism from sub-health-centre up to district level.

**Discussion** By improving data availability in MCTS, the implementation of maternal and child health services can be effectively tracked for timely action by implementers. This would lead to reduction in preventable maternal deaths.

**Background** Research on health inequalities can be instrumental in drawing attention to the health of socially and economically vulnerable groups in India. It can shape the dialogue for public health action, emphasise the need for greater and targeted investments in health, and is a marker for effectiveness of public health services. In this paper, we provide an overview of health inequalities research in India. We describe the historical context of the research on health inequalities and equity in India since 1990. We describe the metrics used and assess what outcomes and populations have been studied.

**Methods** We conducted an extensive literature search on PubMed, the bibliographic database of the US National Library of Medicine, for research articles published between 1990 and 2013. The time period chosen marked the beginning of economic liberalisation in India. We searched the database using the specialist search terms to identify 7,037 titles and abstracts. Screening of abstracts provided 1,010 final studies for review. Data were extracted from key domains including study type and year, author characteristics, outcome, population group and measure of socioeconomic disparity. Key measures of equity included geography (urban, rural and states), income or wealth, occupation, caste, religion, gender, education and access to water/sanitation.

**Findings** Studies on health inequalities in India increased in number after 2005. About 76.7% of the studies were authored by Indian lead authors, even as contributions by international researchers as lead authors (mostly from developed nations) have increased over time. A majority of studies were quantitative, with only 7% qualitative or mixed-methods studies. Most studies on equity were descriptive or comparative in nature, while 6.3% of the studies related to effectiveness of health programmes and interventions. Communicable diseases (11.2%), non-communicable diseases (13.9%) and malnutrition (16.1%) comprised the largest proportion of published studies. Other major categories included studies on health services and risk factors. A rise was also noted in studies on mental health. Nearly half of the studies related to women and children. Youth and elderly comprised 2.5% and 3% of the present literature respectively. Among the measures for equity considered, class and income were the most common stratifiers studied (57.4%), followed by education (42.9%) and gender (36.9%). Region, occupation and caste/tribe were represented substantially as well. Proportion of studies examining education, occupation, region, caste/tribe and religion stayed consistent over time, while studies by gender increased over time.

**Discussion & recommendations** In a country with marked inequities like India, the study of social inequalities or 'gradients' has an important place in health research. Health inequalities studies can go beyond documenting differences and can inform health policies on their progress in reaching disadvantaged groups. Our study showed a predominance of quantitative studies with the contribution of qualitative research remaining largely untapped. Similarly, we found an overemphasis on descriptive or comparative studies, with few evaluations implying that the translation of health inequalities studies to influencing evaluation and policy has been underutilised. The domains and outcomes explored in this literature reflect the politics and changing discourses of priorities of public health. The dominance of mortality and communicable diseases has been gradually giving way to non-communicable diseases, mental health, injuries and risk factors. The importance of income, wealth and social class as main equity measures, followed by education and gender resonates with global equity issues. In the Indian context, caste/tribe and religion occupy an important space, but these have received less attention in research.

We recommend that future research on health inequalities provide disaggregated analyses at district and state levels that can be used by policy administrators and stakeholders for programme delivery. We also recommend the results of this research on health inequalities to be used by state and national administrators for policy and programme formulation and evaluation.

*No conflict of interest*.

**Background** Research on intersecting social inequalities constantly challenges traditional assumptions about the operation of gender, economic class, caste and other social markers in health and health care. Evidence from such research reveals non-linear patterns that sometimes upend what research on a single inequality may predict. However, our knowledge of the mechanisms through which these intersecting inequalities operate is relatively thin. We delineate three inequality-producing mechanisms within households and communities through an analysis of empirical data from Koppal district, Karnataka, South India. We present some illustrations of the ways in which these mechanisms operate.

**Methods** Our 2002 household survey included a stratified sample of 1,920 households from 60 villages in Koppal district. In earlier work, we had developed an innovative intersectional methodology for the analysis of large datasets.[@R10] We analyse survey data on healthcare use for long-term ailments using this methodology. We also analyse qualitative data on care seeking during pregnancy and obstetric emergencies from verbal autopsies of 33 maternal deaths in 67 villages (for the period 2008--2011). The data were gathered using a rigorous methodology that engages with the subjectivities of death reporting.[@R11]

**Findings** The role of gender, caste and economic class varied by the outcome being measured. Gender interacting with economic class produced inequalities in the uptake of purchased health care, while caste did not. On the other hand, caste interacting with economic class shaped the uptake of pregnancy-related care.

Inequality at the upper end of a multidimensional socioeconomic spectrum stemmed mainly from the imperative to consolidate authority within the prevailing social order. This translated into 'politics of honour', entailing tight control over social reproduction. Rich or upper caste women\'s experiences of pregnancy and illness were framed by gender relations which afforded only restricted mobility, virtually no say in decisions concerning education, marriage and childbearing, and a lack of acknowledgement of their health needs while sick or pregnant. This lack of acknowledgement means that, when such women had long-term ailments, they were less likely than the men of their households to seek (or receive) any form of care. Concern for the family\'s honour also inhibited upper-caste women with serious obstetric risk from approaching outsiders for help when their families were indifferent to their needs.

In the middle of the spectrum, a process of leveraging[@R12] helped poor men continue treatment for long-term ailments. Poor men leveraged gender power to pay for treatment, while poor women dropped out prematurely: they appropriated the household\'s resources (to the detriment of poor women) or took loans. This enabled poor men to achieve levels of continuation that were similar to those achieved by non-poor women. Among groups at the bottom of the spectrum where there were no resources to be leveraged, the poorest men fell to the level of the poorest women in what we have called a 'perverse catch up'.

**Discussion** Three mechanisms working simultaneously at different points in a multidimensional socioeconomic spectrum indicate that social inequalities in health are more complex than mainstream research would suggest. These mechanisms are not mutually exclusive. They feed into each other. For example, leveraging by poor men gave rise to gender-biased household rationing.[@R13] Recognising which mechanism works at what level is necessary, if there is to be conceptual clarity and theoretical advancements in the field of health equity.

The strong role played by caste in shaping the experiences of pregnancy-related care versus its insignificance as a predictor of treatment seeking for long-term ailments suggests that a priori assumptions cannot be made about the operation of gender, caste and economic class. Even so, all of the mechanisms described above inevitably worked through the gender system. This means that gender power is a force that drives inequality at all levels of the socioeconomic spectrum.

As an approach to studying health inequalities, intersectionality can seem complex. However, it captures the many-dimensioned lives that people live more fully than one-dimensional approaches ever can. Knowledge gained from the application of such an approach can usefully inform public policy in health.

*Grant funding (over the years, the Gender and Health Equity Project received financial support from the Swedish International Development Cooperation Agency (Sida), the John D. and Catherine T. MacArthur Foundation, the Rockefeller Foundation, the Ford Foundation and the International Development Research Centre) for research, but no other competing interests*.

**Background** Child health status in the Indian Sundarbans -- the delta region in the southeast part of West Bengal -- is characterized by chronic malnutrition and high prevalence of communicable diseases, and greatly determined by socio-economic and political factors. Mothers\' perception regarding determinants of child health is pertinent to strengthen community level decision-making on health service delivery. In the present study we used 'photo voice', a visual action research technique, to glean the perception of the mothers on their children\'s health and its determining factors.

**Methods** For the present study, the photo voice technique was conducted in three randomly selected blocks of the Indian Sundarbans, with three groups each (average 8--10 members), the members having at least one child in the age range 0--6 years. Training about the technical process of photo documentation was conducted with each group prior to the research. Respondents took two rounds of photographs within six months, interspersed by fortnightly group meets with researchers as facilitators. The research findings were later communicated to different community policy stakeholders during policy interface sessions.

**Findings** Respondents stressed on specific health issues -- disabilities, mental health and non-communicable diseases of their children -- that they could manifest through photo, other than documenting common and frequently occurring communicable diseases. While reflecting on the determinants, respondents\' photos and narratives focused on determinants of child health which they prioritise on the basis of lived experiences. The determinants that figured prominently included: (1) food insecurity and related malnutrition among the children; (2) livelihood; (3) shelter; (4) water and sanitation; (5) poor healthcare services; (6) accessibility issues; (7) general health and hygiene awareness; and (8) climate. During the group meets, respondents also stressed on social factors not captured trough photo, including early marriage, recurrent pregnancies and domestic violence.

While selecting the priority issues to be presented in the interfaces with community policymakers, respondents selected five issues: (1) malnutrition; (2) livelihood; (3) water and sanitation hygiene; (4) accessibility; and (5) rupture of embankments. During interfaces with local non-government organisations, key community leaders and local health providers, respondents stressed on these determinants, which according to them are intertwined and should be considered in conjunction for improving the health of their children. Respondents\' interface with community policymakers resulted in initiation of road infrastructure, human resource availability in the primary health centres and local government representatives raising related demands at the key forum and committees dedicated to planning on convergence.

**Discussion** Photo voice has the potential in voicing community\'s knowledge regarding the determinants of health of their children through the eyes of the mothers. Our study explored the perceived health determinants of geo-climatically vulnerable population of the Sundarbans. The study adds to the existing knowledge of difference in perception of policymakers and implementers of the health system, who have a tendency to compartmentalise issues in terms of health and non-health spheres on the one hand, and the community members viewing health of their children as an integrated phenomenon on the other hand.

Our study explored the social determinants of child health through a feminist lens, a major theoretical underpinning of photo voice as a community-based action research method. It also seeked to voice vulnerable populations\' knowledge grounded in experience and to recognize local expertise, an insight that cannot be fully realised from the outside, as against the sectoral perceptions of the largely masculine power and pre-dominantly male bastion of decision-makers in most policy bodies. Our study thus adds to existing literature of how participatory action research techniques like community-owned documentary photography and narratives will empower vulnerable populations to record community health as an integration of medical and socio-political factors to inform basic health policy.

*Grant funding (DfID -- Department for International Development, UK) for research but no other competing interests*.

**Background** The production of policy-relevant knowledge for health systems change in India is not adequate to meet country needs. This is attributable partly to inadequacies in numbers of rigorously trained researchers in Health Policy and Systems Research (HPSR), and partly to a fragmented environment for HPSR. Although, skilled researchers exist across diverse organisations, they tend to operate within academic disciplinary silos (economics, political science, anthropology, public health), rather than as part of a cohesive change-creating HPSR community.

KEYSTONE was designed as a joint national initiative of several HPSR organisations, to develop new capacities, and to channelize latent capacities in multiple disciplines, towards addressing critical needs of health systems and policy development in India. The core strategic processes of KEYSTONE were anticipated to lead to activation of a virtuous cycle of change, leading to enhanced production of relevant HPSR knowledge to meet country needs.

**Methods** Inaugural edition of the KEYSTONE course focused on building HPSR capacity of fellows through a rigorous 10-day short course in current HPSR approaches, frameworks and methodologies for investigating and addressing real-world problems of health systems and policy. This was done through cross-disciplinary engagement (of researchers, health system actors and other learning networks) and built around an active dialogue with health system decision makers and community-based organisations. The design was composed of synergistic 'Horizontals' (foundational concepts and common HPSR approaches or lenses), and crosscutting 'Verticals' (for individual fellows, health system problem vertical & reading vertical) created the platform to enhance the threshold skills and competencies of the fellows.

**Findings** The design and delivery of the course contributed in synergising the varied capabilities of the fellows who came from a range of institutions (academic/research organisations, government health departments, technical organisations and NGOs) and moulding them to frame crucial research themes that were grounded in the real world of the health system (see Annex, Table [1](#BMJGH2016EPHPABSTRACTSTB1){ref-type="table"}), addressing governance issues, policy analysis, political economy analysis and around the organisation of care. HSR experts and health systems decision makers reviewed these and found that such themes were highly relevant for policies.

###### 

Research themes identified by KEYSTONE fellows, resulted by the short course

  ----------------------------------------------------------------------------------------------------------------------------------------------------------------
  Broader research areas        Specific research themes
  ----------------------------- ----------------------------------------------------------------------------------------------------------------------------------
  Governance issues             Analysing decentralized health planning and role of political will under the National Health Mission (NHM)\
                                Understanding the relationship between quality of administration and performance of other health systems building blocks\
                                Understanding complexity in decision making for health at state level\
                                Understanding flexibility available to states/union territories for planning under NHM\
                                Integration of leprosy into general health services\
                                Relationship between strengthening of Village Health Committees and better service provision at village-level health facilities\
                                Understanding flexibility available to states/union territories for planning under NHM\
                                Relationship between strengthening of Village Health Committees and better service provision at village level health facilities\
                                Understanding flexibility available to states/union territories for planning under NHM\
                                Empowering people\'s health forum in improving health services

  Policy analysis               Zero prescription policy: analysing the implementation\
                                ASHAs to ANMs: opportunities and challenges\
                                Poor or sub-optimal implementation of Tribal Health Action Plans\
                                Understanding modified policy of medicine procurement and distribution system

  Political economic analysis   Tuberculosis therapeutics: a case of inadequate attention or poor outcome?\
                                Understanding the process of accepting development aid in health\
                                Interpreting \'health systems\' and its capacity to respond to the problem of under-nutrition at district level

  Organisation of care          Gaps in utilization of NCD services across public & private sector\
                                Insourcing of private providers to fulfil the primary care needs in urban settings through a publicly-managed UHC system\
                                Point of care services in urban space: a pathway study\
                                Fragmentation of Maternal and Child Health services in urban settings\
                                A study of state-run health insurance scheme in an urban public hospital
  ----------------------------------------------------------------------------------------------------------------------------------------------------------------

**Discussion** Inaugural experience of KEYSTONE suggests that a well-designed and delivered HPSR short course can build foundational skills for a health policy and systems researcher. Themes identified by all twenty KEYSTONE fellows demonstrated that they have developed abilities for identifying relevant, complex and diverse HPSR issues requiring examination within the health system. This can be attributed to the focus of the KEYSTONE course on (a) the developing training curricula based on dialogues with key health system actors; (b) a question-driven and case study-rich approach to pedagogy; (c) a multidisciplinary approach to teaching HPSR; (d) a participatory approach, building on the experience of various institutions and faculties; and (e) emphasis on research rigour, ethics, and researcher reflexivity, during the conduct of training. Retaining these will be crucial parameters to scale up the KEYSTONE model, towards developing individual and organizational capacities for HPSR in the country.

*No competing interest*.

**Background** Health is often predicated on social structures with prescriptive gender identities and associated power relations. Gender hierarchies create differences between men, women and transgender persons in terms of their exposure to health risk factors, access to health care, care received in facilities and consequences of ill health. Critiques of medical curricula in India have highlighted many lapses in the inclusion of social determinants of health in medical education. Medical education was found to be especially divorced from the gender perspective while at its worst, gender biases were actively promoted in medical textbooks used for teaching.

**Methods** A qualitative study on the status of medical education from a gender perspective was carried out in seven medical colleges in Maharashtra. In-depth interviews of 60 medical educators were undertaken. The selection of the study respondents was purposive: the respondents were faculty members from five departments viz. Forensic Medicine and Toxicology, Obstetrics and Gynaecology, Preventive and Social Medicine, Psychiatry and Medicine. Data analysis was done with the help of QDA software package Atlas.ti 6.2.

**Findings** The terms 'sex' and 'gender' were used interchangeably by the respondents. The articulations of the respondents regarding gender were centred on anatomical differences between men and women, sex-specific diseases and violence against women. There was also a consistent view among the educators that the topic of 'social determinants of health' belonged solely within the purview of the Preventive and Social Medicine syllabus. There was resistance to the inclusion of social determinants in medicine. The linkages between medicine and social determinants were not clearly identified or articulated by the respondents.

The respondents held insensitive and prejudiced views with regard to issues related to sexual harassment, sexuality, gender-based discrimination and the gendered nature of medical institutions. For instance, psychiatry professors continued to use the term 'hysteria' to describe depressive or anxiety disorders among women. Gender stereotypes regarding patients were very common. Male patients were seen to be more forthcoming and more precise in their complaints than female patients.

The educators held many misconceptions and assumptions associated with the Medical Termination of Pregnancy (MTP) Act and Pre-conception and Pre-natal Diagnostic Techniques (PCPNDT) Act. In the educators view, abortion services were either conditional or simply to be denied to women with two daughters and to women in the second trimester of pregnancy. Conditions such as filing a medico-legal case or undergoing sterilisation found root in the doctors\' fear that demand for abortion was a result of sex determination. Through conditional MTPs, the doctors safeguarded themselves from any liability under the PCPNDT Act. In protecting themselves from harm the doctors coerced women to one of the following: \[a\] continue with an unwanted pregnancy; \[b\] undergo sterilisation; \[c\] adopt an intrauterine contraceptive device; or \[d\] file a medico-legal case.

**Discussion** The integration of gender in medical education is imperative in order to sensitise future health professionals to gender inequity and its interaction with health. The introduction of gender at different levels in the medical curriculum could pave the way for an opening up of medicine to social realities of how signifiers such as class, caste and gender have a bearing on health. This in turn could have far-reaching effects on how diagnosis and treatment is carried out in medical practice. This may also compel clinicians to acknowledge alternative ways of approaching health and medicine. The centrality of the biomedical approach in medicine could then undergo a much needed revision. Furthermore, a marked improvement in the doctor-patient relationship can be envisaged, wherein the doctor takes a multidimensional approach to understanding the concerns of the patient. In case s/he is unable to address a problem in its entirety, then s/he identifies mechanisms, institutions or other professionals who can be of assistance to the patient. This would allow for more frequent and improved interaction between departments in medical colleges and health facilities. Ultimately, a comprehensive/holistic approach, with greater gender sensitivity in dealing with health concerns, can be achieved through a deeper engagement with gender issues by medical educators and students.

*No competing interest*.

**Background** Nurses and midwives act as the backbone of any public health system; their skills are critical in delivering quality health care. Bihar, a north Indian state, has considerable number of nurse vacancies. Besides, its newly graduated nurses do not possess necessary skills and competencies required for managing critical maternal and neonatal cases. Therefore, the state decided to focus on strengthening nursing skills in these areas. The present paper documents the recently introduce On-site Nurse Mentoring programme in Bihar, and is part of a wider study carried out by the National Health Systems Resource Centre to review the status of nursing in five Indian states.

**Methods** Our study involved primary data collection at state and block levels. This included in-depth discussions and interviews, with key stakeholders at nursing section at state level, State Health Society (SHS), Indira Gandhi Institute of Medical Sciences (IGIMS), and CARE India. Interviews also included interaction with trainees and block-level implementers and supervisors for the training programme.

**Findings** In Bihar, the pace and extent of nursing initiatives, many of them in early implementation stage, has been very encouraging. In 2011--2012, the SHS established a dedicated nursing section to strengthen the nursing cadre. Since its inception, the nursing section has extended its support and worked closely with relevant organisations resulting in effective collaboration in the state. One of these accomplishments is the on-site mentoring programme for nurses and auxiliary nurse midwives (ANMs).

This programme commences with a situation analysis of the skills infrastructure, and of equipment gaps at health facilities. Subsequently, mentoring teams visit the public health facilities and train a small cohort of nurses for one week each month over a 6--8 month period, using a combination of bedside teaching, simulations and theory.

Our study revealed that various essential skills imparted through this comprehensive training approach enabled participants to effectively perform tasks that they felt unaccomplished at performing earlier, either due to lack of knowledge, hands-on practical skills or both. Nurses also indicated that support and involvement of supervisors and medical officers to coordinate activities had a positive influence on their uptake of training. The supervisors and medical officers at the facilities observed that there had been a significant improvement in knowledge, skills and attitude of nursing staff post-training. They expressed apparent improvement in management of critical maternal and neonatal cases. As the training is offered on-site, with adequate handholding and supportive supervision, this generated confidence among participants and enabled them to perform clinical duties more efficiently.

In addition, an internal evaluation has shown the benefits of this approach with significant improvements in the active management of the 3rd stage of labour (8.6% to 75.0%), in kangaroo mother care (30.9% to 62.5%), breastfeeding (49.1 to 71.5%) and infection control (13.0% to 43.5%).

**Discussion** The hands-on, on-site training in familiar surroundings creates an enabling environment to practice and refresh clinical skills. The added improvement in infrastructure and equipment further ensures adequate application of these skills. After completing the pilot training programme in 80 public health facilities, the government of Bihar is now planning to scale up the On-site Nurse Mentoring programme across the state.

The On-site Nurse Mentoring programme model has been effective in management of critical maternal and neonatal cases. As a result, the Indian government has encouraged other states to replicate this initiation. Key factors for the success of this intervention in Bihar includes a needs-based training strategy, learning in familiar settings, a flexible curriculum, a participative approach and a collaborative approach between the health department and development partners.

However, movement of nurses across facilities and the lack of adequate support from senior staff act as barriers to the successful rolling out of the training programme. Trainees also express the need to have refresher training to maintain the continuum of learning.

While Bihar still has some way to go in ensuring high quality of nursing care, there is much that other states can learn from the significant innovation to improve nursing care by provision of on-site mentoring initiatives.

*No competing interest*.

**Background** Government of India initiatives have been instrumental in constructing or partially subsidising the construction of toilets for poorer households. However, even after two decades of such large-scale efforts, the programme failed to tackle the water-borne disease burden. Of late, studies have located the rift between construction and use of toilets. Scientific analyses of identifying inter- and intra-household barriers to the use of toilets have rarely been undertaken. The present study paper attempts to bridge this gap using a primary survey of households in four villages of Jalpaiguri district, West Bengal.

**Methods** In this study, we used data from a survey of 300 households in four villages, selected from a total of 62, of Jalpaiguri district, West Bengal. We applied stratified random sampling at three levels. At the first level, two blocks were selected from Jalpaiguri district depending on their female literacy, an important indicator of human development. The two blocks selected were Nagrakata, with lowest female literacy rate (48.5%), and Jalpaiguri with highest female literacy rate (65.3%) as per Census 2011 data. Once the blocks were defined, at the second level we selected two big villages from each block with highest concentration of Scheduled Tribe (ST) population. The reason behind choosing ST-dominated villages was to explore how far socially marginalised classes have so far reacted to the public policy in terms of ownership and usage of toilets. In Nagrakata block we found six villages with more than thousand households (Bhagatpur Tea Garden, Chengmari Tea Garden, Gatia Tea Garden, Grassmore Tea Garden, Luksan Tea Garden and Naya Saili Tea Garden); in Jalpaiguri block we found 13 (Bahadur, Barpatina Nutanbus, Berubari, Bhelakoba, Boalmari, Garalbari, Kharia, Kharija Berubari, Mandalghat, Nandanpur, Paharpur, Patkata and Satkhamar). Next, considering the concentration of ST population among these villages in both blocks, we selected two villages in each block, namely Gatia Tea Garden and Grassmore Tea Garden in Nagrakata block (with a share of ST population of 79.4% and 72.4% respectively) and Barpatina Nutanbus and Patkata from Jalpaiguri block (with a share of 27.2% and 24.9% respectively). At the final step, we needed to select households within the village where we would run our questionnaires. For randomisation, we started from southeast corner of a village and chose the first household at the edge. Then we moved to left-hand corner and we choose the third household, thus moving towards the centre of the village. This way we assumed to cover all types of households, more prosperous ones at the centre and more marginalised ones on the edge of a village. We covered 75 households from each village surveyed. Following this method, we covered 150 (75×2) households from each block; hence total number of households was 300.

Multinomial logistic regression was used for the three categories of usage habits of toilets (exclusive home toilet, mixed usage of home toilet and open defecation, and exclusive open defecation) in order to find out the inter-household and intra-household factors responsible for specific categories of toilet use.

**Findings** Among 135 of selected households (715 members) who have toilets within their premises, the following usage habits were found: exclusive defecation in home toilets (56.7%), mixed usage of home toilets and open defecation (32.6%) and exclusive open defecation (10.7%). Though more than half of the individuals used home toilet, most of them (about 64%) used pit toilet compared to flush toilets. In case of pit toilet, household members tend to use open defecation more. In fact there was no household with flush toilet where all members exclusively used open defecation. The study posits that, within a household, the issues like sex, age and its square impose strong barriers on regular usage of existing toilets. Men prefer to use toilets less compared to women. Both age and square of age appeared to be highly significant, representing a non-linear relationship with choice of place. Muslims are more likely to practice open defecation than using exclusive home toilet compared to Hindus. Good condition of toilet induces the members to reduce open defecation. Economic condition of a household, education, marital status and technology of existing toilet facilities have no significant effect on toilet use.

**Discussion** Our study points out the problem of under-utilisation of constructed toilets in a typical under-developed setting in the state of West Bengal. The problem of absence of systematic and consistent use of the available toilets has been identified as one of the main reasons behind the failure of substantial public investment in creating sanitation facilities to reduce the burden of diarrhoea among Indian households.

While creation of toilets is a necessary first step towards improved sanitation facilities for the vulnerable sections of the population, it is not a sufficient one. Addressing the issues of acceptability and accommodation should be dealt with more seriousness and enthusiasm. The combined condition index emerged a significant determinant of utilisation in both panels of multinomial logistic regressions. This particular result implicitly brings into focus the critical availability of masons and plumbers at village level, who are required to correct construction defects and clogging of the existing toilets. Mass-scale adult awareness generation might be one step towards this end, to lead the way in eradicating open defecation by 2019. Having identified key barriers, our study expects to contribute to a change in direction of public policy, from just construction and use for dignity of women to a more broad-based right-oriented approach.

*Grant funding (FINISH programme -- Financial Inclusion for Sanitation and Health, WASTE, The Hague, the Netherlands) for research but no other competing interests*.

**Background** Reduction of maternal and child mortality is universally accepted as a desirable goal. However, the same is not true for family planning. In Uganda, a developing country with high maternal and child deaths, 12% of pregnancies are unwanted, 44% unplanned and 32% mistimed.

We used confidential enquiry to identify avoidable factors, without blaming anyone. In the UK, confidential enquiries have helped to address avoidable factors in the health system and beyond which have contributed to deaths. This paper examines whether promotion of family planning would be accepted as an intervention to prevent maternal and child deaths.

**Methods** We adapted the UK-developed 'confidential enquiry' methodology to the context in Uganda. Verbal autopsy interviews of family members and health workers were used to investigate all maternal and under-5 deaths in selected sub-counties. Cases were reviewed by multidisciplinary panels to assign cause of death, to identify avoidable factors, and to make recommendations for avoiding similar future deaths. Results were fed back to communities and cases were discussed to raise awareness of different avoidable factors, including lack of family planning.

**Findings** Over 50 maternal and over 300 child deaths were investigated. This interim report covers 219 child and 51 maternal deaths. Almost all deaths had at least one avoidable factor. There could be missed opportunities to prevent illness or get treatment right from conception, birth, infancy, weaning and childhood. This could be in form of failure to use or get appropriate family planning, antenatal care, safe delivery, neonatal care, use of vaccines and bed nets, appropriate nutrition, safe water, etcetera.

How many deaths could have been prevented by using appropriate family-planning services? There are challenges in answering this. A question like "Was this pregnancy desired?" is not an evident one after a mother or child has died. Father and mother may have differing answers. Besides, it is difficult to know whether family planning was being used adequately.

However, the review panel was able to identify the contribution of lack of family planning in these deaths. The minimum (low estimate) -- family planning being identified by the case review panel as an avoidable factor -- was 19.6 % and 21.6% for under-five and maternal deaths respectively. The maximum (high estimate) -- with family planning being identified by the case review panel as an avoidable factor, plus any of the following: maternal age \<18, maternal age \>40, birth order of the child \>5 -- was 30.6% and 23.5% for under-five and maternal deaths respectively.

There were cases of inadequate contraception such as missed pills, failure of method, poor advice from friends as well as health workers, fear of side effects and myths. There were cases of unwanted pregnancies but no contraception used.

In most communities family planning was recognised as an important intervention for preventing maternal and child deaths, and barriers to its use were discussed.

**Discussion & conclusion** Lack of appropriate use of family planning was an avoidable factor in 19.6%--30.6% of child deaths and 21.6%--23.5% of maternal deaths in Uganda. Most communities accept the need to use family planning in order to reduce maternal and child deaths. However, there is still resistance to modern methods of family planning from some religious leaders.

There is a vicious cycle of high child mortality and lack of family planning leading to high fertility rates and maternal deaths. High child mortality is not only a cause but also a consequence of lack of family planning. This vicious cycle can be broken by lowering child mortality and using family planning. When mothers have faith that all children born are likely to survive, then only will they deliver the number of children they desire to have. Promoting and using family planning will lead to low child and maternal deaths.

There are gaps in the literature on mortality data, as the data available are facility-based. There has been no evaluation of community-based confidential enquiries.

An adaptation of the confidential enquiry methodology to the context in sub-Saharan Africa, involving local stakeholders in a participatory discussion identified avoidable factors not only in health facilities but also in the community, generated recommendations for improving the health care of critically ill women and children. Improved understanding of the benefits of family planning, and how to overcome barriers, may significantly contribute to a much-needed reduction in mortality.

The confidential enquiry methodology can be adapted to the context of the developing countries. This tool could help reducing under-five and maternal mortality, by identifying avoidable factors, making and implementing recommendations and prioritising possible interventions.

*No conflict of interest*.

**Background** Chhattisgarh government passed the Chhattisgarh state Clinical Establishments Act (CEA) in 2010 after consultations with the private sector and civil society. A number of provisions were slashed in the final Act due to pressure from the private sector. Rules were notified in August 2013. The CEA is unique in its provisions for patients rights and grievance redressal. Since 2014, the Public Health Resource Network (PHRN) has collaborated with various health rights organisations in a campaign aimed at increasing awareness about the CEA, monitoring and documenting implementation and denial of patients rights, bringing together views of various stakeholders and undertaking related advocacy with the government.

**Methods** Data were collected through interviews (with eight Chief Medical and Health Officers/Nodal Officers, state nodal officer and nine private providers), group discussions (with civil society members during eight district consultations and two state-level workshops, nonprofit private providers and private doctors in one district) and analysis of state and district level data and 24 media reports. A semi-structured interview guide for government functionaries and doctors explored their perceptions, process of CEA implementation, and challenges faced. A checklist for civil society explored their awareness regarding the CEA, and civil society\'s experience in utilising and monitoring it. Thematic analysis was undertaken. Findings were presented periodically to all stakeholders.

**Findings** Until October 2015, 7,414 applications have been received, all of which have not undergone full registration process; 21% recommended for license and many declared unfit for licensing. Process of registration was initiated through orientations by district health administration, media advertisements and the Indian Medical Association (IMA). The applications accepted online and offline and inspection teams formed. The process seems to depend heavily on the Chief Medical and Health Officers and district committee, and flexibility is the norm. Government facilities are deemed as licensed without any process.

Private-for-profit practitioners see the CEA as interference and harassment from government. They complain of delays, from getting mandatory certificates to licensing. They threaten that they may have to increase rates for treatment to cater to the standards and demand that government facilities should adhere to standards too. The nonprofit private sector has been facing problems with licensing their nurse-run outreach clinics.

The district health administration perceives CEA as lots of extra work without appointment of any dedicated staff. They maintain that compliance to standards is too rigid and difficult to implement, most difficult being infrastructure standards. Hence flexibility in standards, depending on the district location is the norm. Moreover, the specialists are lending their name to 15--20 Clinical Establishments (CEs), especially in underserved districts.

Members of civil society and various community members shared their concerns regarding the lack of attempt by the government to spread awareness regarding the CEA, and lack of transparency regarding information about the facilities under CEA despite such provisions in the Act. Civil society members are not part of any of the mandated committees. Attempts to register complaints have been challenging and people are eager to use the CEA to deal with problems related to out-of-pocket payments and denial of services under the state insurance schemes (RSBY/MSBY). Through campaign\'s efforts, the media have been active in reporting gaps in CEA implementation.

**Discussion & recommendations** Regulation of CEs is important and the passing of the Act is an important step. However, the CEA and its provisions need also to be properly implemented. Currently there are inordinate delays in the licensing process, for which dedicated staff and budget need to be provided. Flexibility in standards, if accorded to facilities, needs to be documented with approval from a higher authority. The laxity is creating space for the for-profit private sector to constantly push for relaxing the standards; with the Indian Medical Association already negotiating CEA and RSBY provisions jointly with the government.

The government needs to become more active in disseminating information about the Act amongst the public. The systems for monitoring the CEs once licensed have to be established, with scope for participation by the user community and civil society. Provisions under CEA and RSBY have to be integrated for effective monitoring of the clinical establishment.

There needs to be greater transparency in terms of display of the charter of patients rights at the facility and public access to information on CEs. Civil society members need to be included as part of the committees, that is already a part of the National Act. It is crucial that public facilities too should plan for improving and upgrading themselves as part of licensing.

The campaign in Chhattisgarh saw active involvement of civil society organisations and media, through awareness building and advocacy. The Act continues to provide opportunity for monitoring of the private sector in terms of patients rights and schemes like RSBY of which the private sector has been the biggest beneficiary. The on-going action research has helped to identify issues of concern that need to be further pursued for advocacy and action for better implementation of the CEA and realization of patients rights.

*Grant funding (Oxfam India, New Delhi) for research but no other competing interests*.

**Introduction** The health system of the climatically fragile and geographically inaccessible Indian Sundarbans, West Bengal, is highly dominated by rural medical practitioners (RMPs). Over the years, community-embedded informal RMPs have been responding to the health system crisis by utilising their strong social ties with various health system actors. Understanding the dynamics of their dominance in the rural healthcare market, including their support network, is pertinent to address the health inequities that remain a nascent field of investigation. The present study adopted a social network analysis approach to explore the genesis of social ties of the RMPs with diverse health system actors, and identifies the gaps within the network and the drivers contributing their sustenance over the years.

**Methods** We applied the Qualitative Ego-network method where data were collected using personal-network research design which constitutes a focal node called 'Ego' i.e. RMP and 'Alters' i.e. the list of people the Ego is directly connected to. We also collected data on nature of ties an Ego exhibits with a specific Alter, and Alter attributes like sex, age and the type of support received. Our qualitative data collection involved the Participatory Network Mapping tool, followed by life histories, in-depth interviews and ethnographic fieldwork. In total 35 participants were purposively selected, applying the maximum variation principle on seven criteria: demographic characteristics (age, sex and education) and service delivery (type of practice and average monthly patients) from two geographic locations (deltaic and non-deltaic) in the Sundarbans.

Qualitative data were analysed following framework analysis in NVivo10, simultaneously supported by analytical concepts of social network analysis. Network measures and visualisations were done using Gephi and UCINET.

**Findings** In our study, we found three types of significant linkages in RMP network: formal healthcare providers, the healthcare market, and the community. RMPs from deltaic location exhibit large and dense community networks, whereas RMPs from non-deltaic location exhibit relatively denser market linkages. The density is further enumerated by proximity and intimacy by the network members, based on the type of support they receive. Majority of RMPs reported continuous advice and mentoring on the line of treatment and referral over phone or by visiting private qualified providers via healthcare market ties. The RMPs from the remote deltaic locations are strongly linked with specialists from corporate hospitals in the cities. The Private Nursing Home acts as a bridge in developing the network between the RMPs and the specialists. Type of supports provided are knowledge, and suggestions and advice on critical situations. The dense healthcare market ties shows linkages with medicine wholesalers, who act as a medium in developing the connections with pharmaceutical companies. The linkages with the community are the strongest amongst the other two categories. They are embedded within the community: over the years they received blind faith from the islanders, *Panchayat* members, school teachers, and community-based and non-governmental organisations. The presence of a 'structural hole' due to negligible grouping, small and sparse network with the government providers and frontline health workers was a major barrier. We also found possible measures to strengthen the weak ties that exist within RMPs network.

**Discussion & recommendations** Our study illuminates the social context and structure of RMP networks by understanding the context-embedded healthcare market dynamics. This network comprises of strong and weak social ties that acts as a safety net for RMPs to cope with daily existence stressors. The characteristics of these linkages as a whole may be used to interpret the social behaviour within the informal healthcare market. RMPs have the potential to complement formal health system service provision, both in normal times and during health system crises. RMPs\' strong linkages with communities and healthcare market ensure their potential role in achieving universal health coverage by working as community health worker. Strengthening of weak ties can act as a catalyst to enhance equitable healthcare service delivery to meet the health needs of the Sundarbans\' vulnerable communities. Therefore, it calls for urgent policy level exploration to regularise and integrate RMPs into the health system. This would enable a focus on cost-effective resource mobilisation as a sustainable solutions to address health inequities.

*Grant funding (DfID -- Department for International Development, London, UK) for research but no other competing interests*.

**Background** An outbreak of hepatitis E in Raipur, capital of Chhattisgarh, was reported by press in April 2014. Outbreaks of hepatitis were also reported from the towns of Durg and Bhilai at the same time. In the neighbouring state of Orissa, several towns witnessed hepatitis outbreaks and the High Court of Orissa also intervened after deaths were reported.

**Methods** We conducted a study in Raipur to understand both outbreak and response. Data were collected from government laboratories, community health workers (CHWs, known as *Mitanins*) and 600 clinically confirmed hepatitis patients. Supervisors of CHWs were interviewed to understand the perspective of the cadre responsible for health education and mobilising referrals at community level. Maps of affected areas were drawn with help of CHWs and community leaders. Given the faeco-oral transmission of hepatitis E, maps covered drinking water sources, patient locations and dates of symptoms appearing. Water testing of various types of sources was done by CHWs using hydrogen sulfide kits. Contaminated sources were plotted on a city map.

**Findings** The Medical College Raipur tested 264 patients with jaundice symptoms for hepatitis E (blood serum ELISA) and hepatitis A, confirming 114 hepatitis E and three hepatitis A cases. CHWs reported 2,070 cases of hepatitis (including 74 pregnant women) and 32 deaths (including eight of pregnant women).

The media started covering the outbreak after two deaths were reported from an upper-class locality in April 2014. According to the data collected from CHWs, the outbreak started as early as December 2013 when around 30 persons from an impoverished slum locality showed jaundice. An NGO did water testing of 32 households (using hydrogen sulfide kits) in the mentioned slum in January 2014 and found that 17 of the households were drinking water presenting faecal contamination. Later CHWs also reported a large swine population in the same slum area.

According to survey conducted by the *Mitanins*, around 30% of hepatitis cases had happened between December 2013 and March 2014, though the departments started adressing Hepatitis only after mid April. Most of the cases were in the ago group above 14 years; the age group 20--49 years accounted for 60% of the cases; 30% of the water sources contributed to 90% of the caseload.

Water testing by *Mitanins* at 800 points across the city showed that 53% of sources including big pumping stations, hand pumps and the alternative water supply tankers presented faecal contamination. Another outbreak was experienced from January 2015 onwards, though in different areas. A repeat round of water testing was done by CHWs in April 2015, highlighting the spread of contamination. Media attention got shifted to swine flu outbreak in 2015 and on-going hepatitis outbreaks were ignored.

**Discussion & recommendations** Hepatitis E outbreaks happened because conditions were conducive to high faeco-oral transmission. Leakages in drinking water pipelines and ingress of sewage into them took place and pumping stations were close to sewage in some areas. Swine population could have acted as reservoir.

Civic administration swung into action late April after media uproar on upper-class deaths. It organised daily reviews, medical camps and chlorine-tablet distribution. Poorer habitations were still largely ignored as upper-class areas dominated their attention. There was undue emphasis on hospitalisation of all patients and inadequate attention on managing dehydration. The actions were guided by the imperative to be seen as 'doing something'.

The civic administration was reluctant to accept that drinking water supplied by it was contaminated. Intersectoral action encountered severe governance issues with blame game between the health department and municipal bodies. There was ignorance in departments about existing protocols on water testing. Even the use of hydrogen sulfide kits was unknown, though eventually CHWs were equipped by the health department to conduct testing. The response of media reflected deep socio-economic inequity.

Hepatitis outbreaks in urban areas need to be recognised as a critical public health problem demanding urgent intersectoral action. Governance reforms are needed to allow search and implementation of technical solutions by departments to prevent and contain contamination of drinking water supplies.

*No competing interest*.

**Background** Of around 36 million people infected with HIV globally, one in three has a TB co-infection. It is estimated that a HIV-positive person has 50--60% lifetime risk of developing TB, whereas for HIV-negative persons this risk is only 10%. In India, around 40% of over five million HIV-positive people present a TB co-infection. In this context, the present study was undertaken to understand local issues in collaborative activities under the National AIDS Control Programme (NACP) and the Revised National Tuberculosis Control Programme (RNTCP) in Alwar district of Rajasthan. The study objectives were: (1) **t**o assess co-ordination mechanism between NACP and RNTCP at district level; (2) to understand status of services available under TB-HIV collaborative efforts at district level; (3) **t**o assess involvement of NGOs in TB-HIV collaborative activities; and (4) to understand perceived hurdles and their probable solutions for programme managers regarding TB-HIV collaborative activities.

**Methods** A cross-sectional study was conducted in Alwar district, Rajasthan. Quantitative and qualitative data were collected. Records and reports from Districts AIDS Prevention and Control Units (DAPCU, under NACP) and District TB Officers (DTO, under RNTCP) were reviewed to gather information to assess programmatic interventions happening at district level. In-depth interviews were conducted with programme managers of both programmes, and other stakeholders such as NGOs, to understand issues regarding TB-HIV collaborative activities.

**Findings** In Alwar district, one in four of HIV-positive persons are co-infected with TB. The district has poor implementation of TB-HIV collaborative activities, especially so in rural settings. Though basic services (screening, diagnosis and treatment) are available in both programmes, supervised cross-referral services demand for improvement. Awareness among patients of HIV or TB also hampers cross-referral; particularly TB patients hesitate for HIV screening. Counselling of TB patients along with HIV cases in relation to rationale of cross referral is utmost needed. The district is having very little integration of NGOs for TB-HIV. Local operational issues have to be tackled with clear guidelines and an action plan is needed for integration and collaborative activities along with determination of senior programme officers. Vacant posts of all cadres are having a negative impact on both programmes and collaborative activities, whereas capacity and staff attitude is another concern. Issues related to human resources along with conflict of interest among stakeholders involved are key hurdles in TB-HIV collaboration.

**Discussion** TB-HIV collaboration in the district calls for improvements that can only be achieved addressing issues of availability of dedicated, skilled and permanently available human resources, plus supportive supervision with commitment of integration of administration and all stakeholders involved in the process. Involvement of NGOs in collaborative efforts will help to ensure service delivery. An action plan has to be prepared locally that considers local context and the complex interests of all stakeholders involved.

*No competing interest*.
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